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RELATIONSHIP BETWEEN GASTRIC ULCER AND CARCINOMA 
OF STOMACH* 


BY JOHN 8S. LAWRENCE, M.D.,f AND A. V. BOCK, M.D. 


ne ineidence of carcinoma of the stomach 
in gastrie uleer has caused considerable discus- 
sion during the past decade. In general there 
have been two principal schools in this contro- 
versy. The Mayo Clinic, as represented by Mac- 
Carty and others, and Moynihan have been the 
main supporters of the theory that a high per- 
centage of eases of malignancy of the stomach 
are preceded by ulcer. Among others, Ewing, 
of this country, and Dibble, of England, have 
strongly upheld the view that only a small per- 
centage of gastric ulcers are transformed into 
carcinoma of the stomach. MacCarty* in 1922 
said, ‘‘Most ehronie gastrie ulcerations with a 
diameter greater than 2.5 centimeters are can- 
erous.’’ Out of one hundred and fifty-three 
cases of undoubted carcinoma of the stomach, 
Wilson and MacCarty® have found one hundred 
and nine (71 per cent.) which presented suffi- 
cient gross and microseopie evidence of previous 
uleer to warrant placing them in a group la- 
belled ‘‘eareinoma developing on preceding ul- 
cer.”’ Eleven other cases (7 per cent.) showed 
considerable evidence of preceding ulcer. 
cently MaeCarty® has made the following state- 
ment: ‘‘I have never seen an early carcinoma of 
the stomach that was not associated with an 
ulcer. These being facts in a large experience 
I naturally am suspicious of any chronic gastric 
ulcer.’? In his Hunterian Lecture in 1923 Moy- 
nihan* made the following statement: ‘‘Of the 
cases of cancer of the stomach that I see upon 
the operation table a steady average of two out 
of three give a past history that is extremely 
suggestive of gastric ulecer.’’ Additional state- 
ments in this connection have been made by Wil- 
liom J. Mayo® and MacCarty and Broders’. 

‘wing’ holds a view very much opposed to 
that expressed by the above writers. In 1918 
he stated that ‘‘the cancerous transformation 
o' peptie uleer is rather infrequent and prob- 
a’ lv does not exceed the incidence of five per 
cnt. originally established.’’ Dibble® in a 
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study of one hundred and sixty-four stomachs 
arrived at very similar conclusions. Morley® in 
1923 stated that a patient with chronic simple 
uleer of the stomach was little, if at all, more 
liable to cancer than a healthy individual, Tay- 
lor and Miller’® in a clinical study of one hun- 
dred and eighty-two eases of carcinoma of the 
stomach lend support to the views of those who 
believe in a low incidence of carcinoma in ulcers 
of the stomach. 

It is interesting to note what Osler and Me- 
(‘rae had to say on this subject in 1900", After 
a study of one hundred and fifty cases of cancer 
of the stomach at the Johns Hopkins Hospital 
they made the following statement: ‘‘In only 
four of our series was there a history which 
pointed to gastric uleer, and in none of these 
could such a condition be positively diagnosed.’’ 
After comparing the incidence of stomach 
troubles in a series of hospital cases with that in 
the series of cases with carcinoma of the stom- 
ach they said: ‘‘. .. We may conclude so far as 
the figures show anything, that the victims of 
chronie dyspepsia and the various forms of gas- 
tritis are not more prone to malignant disease 
than other individuals.’’ 

The present report is based on a study of 
ninety-eight cases of carcinoma of the stomach 
and forty-eight cases of ulcer of the stomach. 
Of the eases of cancer, sixty-eight (69 per cent.) 
were operated upon. A positive microscopic ex- 
amination was obtained in approximately one- 
quarter (24.5 per cent.) of the cases in the can- 
eer series. Forty out of the forty-eight cases 
(83 per cent.) of ulcer of the stomach came to 
operation. Approximately two-fifths (37.5 per 
cent.) of these cases received microscopic exam- 
ination with a positive report of ulcer. It will 
be seen therefore that a majority of these cases 
were confirmed by operation and that an appre- 
ciable number was further confirmed by patho- 
logical examination. 

The attempt has been made to compare the 
clinieal findings in the two conditions in these 
eases. The principal points brought out by this 
comparison may be considered as follows: 


—- 


652 GASTRIC ULCER OF STOMACH—LAWRENCE AND BOCK 


Peston M. &S. Journal 
September 30, 


Figure 1 shows the age of onset and admis- 
sion age of the cases in each series. It will be 
seen that the admission age for ulcer reaches its 
peak in the fifth decade and that for carcinoma 
in the sixth decade. With regard to the age of 
onset it is found that the highest percentage of 
eases of carcinoma of the stomach are in the 
sixth decade, whereas with the ulcer cases the 
peak is reached in the third decade. In other 
words, the majority of cases of ulcer of the 
stomach have their initial symptoms about twen- 


intestinal complaints such as ‘‘weak stomac!) '’ 
‘*inflammation of the bowels’’ and ‘‘heart-bury: 
for years. There is, of course, the possibility 0: 
ulcer having antedated carcinoma in these ca... 
but it would seem that the majority probai.\, 
did not have ulcer. Osler and McCrae, as stated 
above, found about the same percentage of miid 
or vague gastric complaints among a series of 
hospital cases as among their gastric carcinonia 
cases. Certainly it is true that a very definite 
percentage of hospital patients will give a his- 
tory of some gastro-intestinal disturbance. 


FIGURE I 
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ty years earlier than the majority of subjects 
with gastric malignancy. 


DURATION 


The average duration of symptoms prior to 
entry to the hospital was approximately eight 
years (7.97 years) for forty cases of gastric ul- 
cer in our series. In eight cases we could not be 
sure of the duration and so these were not in- 
cluded. The shortest duration which was found 
for uleer was one month. There were two such 
cases. There were seven cases of ulcer with a 
duration of less than six months. 

Ninety-six cases of carcinoma of the stomach 
had an average duration of approximately two 
and a half years (2.4 years). This included, 
however, five eases which had had mild gastro- 


There were eleven cases (11.3 per cent.) iu 
the series of gastric malignancy that had a du- 
ration of five years or over. This included the 
five cases just mentioned. On the basis of dura- 
tion of symptoms alone it would appear that !0 
per cent. would be a high value for incidence of 
carcinoma in ulcer of the stomach. 


SEX DISTRIBUTION 


Three-quarters of the cases of ulcer oceurre:! 
in the male as against 86 per cent. in the car 
cinoma series. There is thus seen to be no re:'! 
difference in the two conditions in so far as *°* 
distribution is concerned 


APPETITE 


Slightly over one-half (58.6 per cent.) ©: 
the twenty-nine cases of ulcer in which a state. 
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ment \ -s made relative to the appetite had such 
recor | as **good or better’’ as against about 
one- \.cter (26.7 per cent.) of the cases of car- 
einom of the stomach. In other words, a good 
appe’ is about twice as common in subjects 
with «cer of the stomach as with those with 
cancer. 


LOSS OF WEIGHT 


In reviewing the eases in this series with this 
topic in mind, it seemed that the rate of loss of 
weigh! was more suggestive than the actual 
amour! lost. It was found that about one-sixth 
(17.6 per eent.) of thirty-four cases of ulcer 
showed a loss in weight of twelve pounds or 
more ‘six months as compared with about one- 
half 50.7 per eent.) of seventy-three cases of 
carcinoma of the stomach. There is then a 
much more rapid loss of weight in gastric malig- 
nancy than in gastrie ulcer. 


GASTRIC ANALYSIS 


The main point of difference between the two 
conditions shown by this test was the amount of 
free hydrochloric acid in the gastric contents. 
Thirty of the gastric ulcer cases and forty-nine 
of the subjects with carcinoma of the stomach 
were available for this comparison. 

Free hydrochlorie acid was absent in the fast- 
ing contents in approximately one-third (30 
per cent.) of the gastric uleer and nine-tenths 
(87.7 per cent.) of the cancer cases. Only one- 
tenth of the eases with gastric ulcer showed ab- 
sence of free hydrochloric acid in contents re- 
moved after test meal as compared with about 
three-quarters (70.8 per cent.) of the cases of 
gastrie malignaney. The absence of free hydro- 
chlorie acid in the gastrie contents, therefore, 
seems to be much more common in cancer than 
in ulcer of the stomach. 


STOOLS 
The finding of note in this connection seemed 
to relate to the presence or absence of occult 
blood. Forty-eight eases of carcinoma and thir- 
ty -oses of uleer were used for this comparison. 
Th guaiae test was positive in about three- 


vters (70.6 per cent.) of the cancer cases and 

ily about one-quarter of the ulcer cases. In 
ot! » words, oeeult blood is found about three 
as often in the feces of patients with car- 
civa of the stomach as in patients with ulcer. 


ere was no difference of note in the two 
cases as regards red blood cells -or 


PHYSICAL EXAMINATION 


ic one outstanding physical finding differ- 
en’: \ting these conditions was found to be the 
pr nee or absence of a palpable abdominal 
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wass, Over one-half (52 per cent.) of the cases 
 'h eareinoma had a palpable mass whereas 
there was only one of the cases of ulcer that 
wove this finding. 

_ “maeiation, of course, is much more common 
in carcinoma than ulcer. 


INITIAL SYMPTOM AND CHIEF COMPLAINT 


The most common initial symptom and chief 
complaint in both sets of cases was epigastric 
pain, The cases of carcinoma giving a history 
\f two years or more in duration were separated 
0 see if there were any initial symptoms which 
would be particularly helpful in the early diag- 
nosis of this condition. A review of these cases 
has shown that pain is the most common initial 
symptom. However, ‘‘gas’’ was found at the 
onset so frequently as to make it seem worth 
while to sound a warning relative to the pres- 
ence of this symptom in those beyond the third 
decade. Heart-burn and recent onset of con- 
stipation are other gastro-intestinal symptoms 
that should not be overlooked in subjects in the 
cancer age. It seems logical that any adult sub- 
ject with unexplained gas on the stomach, 
heart-burn or constipation should have a gastro- 
intestinal X-ray at once. 


CONCLUSION 


Certain very definite differences are to be 
found in the clinical finding of ulcer of the 
stomach and gastric malignancy, These seem 
to indicate that there is not a very close re- 
lationship between the two conditions. Ten per 
cent. would seem to be a very high value to 
give to the cases of ulcer of the stomach which 
later become malignant. 
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TOURNAMENT WINNERS 


Tue reduction in the number of National 
Yournaments in health knighthood from two to 
one does not seem to have affected the enthu- 
siasm of Crusaders the country over. 

Nearly four thousand schools have been 
awarded pennants for the successful completion 
of twelve consecutive weeks of faithful perform- 
anee of the Crusade health rules during the 
school year just past. 
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THE DIAGNOSTIC SIGNIFICANCE OF LATERAL CURVATURE OF 
_THE SPINE CAUSED BY MUSCULAR SPASM 


BY JOHN RUSSELL CARTY, M.D. 


Ir is well known that reflex spasm of certain 
groups of spinal muscles may give rise to lateral 
curvature. During the past two years the writ- 
er has been impressed with the diagnostic value 
of such a deformity in obscure pleural and 
renal pathological conditions. The purpose of 
this article is to diseuss briefly this type of 
scoliosis and to evaluate the diagnostic signifi- 
cance. 

The spine as a whole can be likened to a flex- 
ible column, This column is supported by mu- 
tually antagonistic muscle groups acting against 
gravity. The resultants of such forces keep the 
spine in perfect equilibrium and give to it the 
familiar contour. Any over-action of a musele 
group, as opposed to the antagonistic muscles, 
tends to destroy the normal balance and in 


many cases will produce either abnormal curves: 


or exaggeration of the normal ones. One of the 
most common deformities so produced is a later- 
al eurve, which we will designate as a spasmodic 
scoliosis. Spasm of the spinal muscles may also 
cause an exaggeration or diminution of the 
normal anteroposterior curves. The observa- 
tions which form the basis of this article have 
been made on the lateral curvatures only. 

Excluding lateral curvatures following patho- 
logical processes or congenital anomalies of the 
vertebrae themselves, scoliosis caused by spasm 
may be confused with the so-called functional 
or postural type. The deformity here seen con- 
sists usually of a large or so-called main curve 
with secondary deformities pointing in the op- 
posite direction above or below. Occasionally 
only one eurve is seen. In general the deform- 
ity is extensive and involves more than one re- 
gion of the spine. There is usually some rota- 
tion of the bodies and, if the deformity is se- 
vere and long standing, there are changes in 
the shape of the vertebrae. 

The spasmodic curve is generally single and, 
what is most important, the convexity points 
away from the affected side. The deformity is 
usually local and limited to one region. If, how- 
ever, the spasm is of long standing, there is a 
readjustment of equilibrium in the entire spine, 
and then the deformity may be quite extensive. 
Rotation of the bodies is comparatively’ rare ex- 
cept in cases of very intense spasm, such as seen 
after trauma to the muscles. There is no alter- 
ation in the shape of the vertebrae. The fre- 
quency and the extent of the deformity depends 
to a certain degree on the suppleness of the 
spinal column. Consequently, we see the de- 
formity more frequently and more marked in 
children. 

The smaller degrees of spasmodic scolioses 
are often overlooked during a general physical 


examination. The deformity is slight and there 
may be no symptoms referable to the spine. 
Radiographically the deformity is quite appar- 
ent. Care must be taken, however, to eliminate 
error which might be caused by faulty position 
while taking th: radiograph. This is particu- 
larly true in the case of children, as they are 
very prone to slump. 

A spasmodic scoliosis may be associated with 
the following conditions: (1) trauma to the 
spinal muscles, (2) infection of the spinal mus- 
cles, (3) pleural effusion, (4) renal stone, (5) 
hydronephrosis, (6) perinephritie abscess, 
Pathological processes of the vertebrae or inter- 
vertebral spaces and congenital anomalies are 
not included, as they are usually obvious, and 
the presence of a lateral deformity would be of 
little help in the diagnosis of such conditions. 

Very marked lateral deformity is often seen 
following trauma to the spinal muscles, such as 
tearing loose of muscle attachments. Sceoliosis 
is more noticeable if the trauma is confined 
chiefly to one side. The spasm may be so in- 
tense as to cause rotation of the bodies. 


Illustrative case: The patient, a heavy-set white 


woman, forty-eight years old, fell down stairs several 
hours before coming to the clinic. In attempting 
to arrest her flight down the stairs she “felt some 
thing give way” in her right groin, followed immedi- 
ately by severe pain and stiffness. Physical examina- 
tion showed marked lumbar scoliosis with the con- 
vexity pointing to the left. There was marked spasm 
in the right lumbar region. Radiographic examina- 
tion confirmed the physical findings. No fracture 
was seen. 


Myositis of the spinal muscles, particularly 
if unilateral, may be accompanied by marked 
spasm. A familiar example of this is the de- 
formity of wry neck following myositis of the 
sternocleidomastoid muscle. 

While making an extensive study of the ra- 
diographie aspects of empyema in children, the 
writer noted that thoracic scoliosis was seen in 
78% of the series of pleural effusion. This 
group included both purulent and nonpurulent 
effusions. In a corresponding series of cases 
of pneumonia uncomplicated with fluid in the 
pleural cavity the deformity occurred in 4 
negligible percentage. Most of the cases not 
showing lateral deformity were those in which 
the effusion was large and there was displace- 
ment of the heart. It is felt that in the differen- 
tial diagnosis between pneumonia and puru- 
lent pleural effusion in children the absence of 
this sign is strong evidence against the existence 
of fluid in the pleural cavity. 

Subsequently a similar study was undertaken 
in adults. As would be expected, a smaller per- 
centage of pleuritic effusions showed a lateral 
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ILLUSTRATION NO, 1. 
stone 


lumbar vertebra. This 


A spasmodic lumbodorsal scoliosis to the left. Note the large calculus on the 
was “silent.” 
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ILLUSTRATION NO. 2. A marked lateral spasmodic curve caused by muscular trauma. The convexity points away from 


the injured side, 
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eurye cure. 
of eases showed the deformity. Obviously, 
the . sence of seoliosis would have no diagnostic 


raltte. 
ones no eurve was noted in which the convex- 
itv pointed towards the lesion, It should be 
distinctly understood that the scoliosis referred 
to cceurs early in the disease and is entirely 
distinct from the later deformities seen in 
ehronie empyema. 


Illustrative case: The patient, a well-nourished 
male child of six years, had a sudden attack of cough- 
ing associated with fever five days before coming 
to the hospital. Since then he has had an irregular 
fever with cough. Physical examination showed 
some impairment of resonance of the lower half of 
the left chest with faint breath sounds and no defi- 
nite bronchial breathing. An occasional moist rale 
was heard over the upper left chest. Physical exami- 
nation of the remainder of the chest was negative 
except for scattered moist rales on the right. Radio- 
graphic study showed an area of moderately increased 
density occupying chiefly the lower half of the left 
chest. The costophrenic angles were clear. The 
heart was not displaced. There was a moderate tho- 
racic scoliosis, the convexity of which pointed to the 
right. On the basis of the deformity, fluid in the 
pleural cavity was strongly suggested, which was 
demonstrated only after repeated needling of the 
chest. 


Following the observations made in the tho- 
racic region, attention was directed to possible 
lateral deformities in pathological renal condi- 
tions. The deformity was quite constant in 
acute attacks of renal colic. In this case, how- 
ever, the clinical picture is usually clear-cut. 
The deformity was found in approximately 
60% of 100 eases with large renal stone. Inas- 
much as this type of calculus may give rise to 
little or no pain or other symptoms, the pres- 
ence of a lateral deformity may be of consider- 
able importance, as shown by the following case: 


The patient, an undernourished white married 
woman of forty-three years, came to the clinic com- 
plaining of attacks of occipital headache associate‘ 
with vomiting and dull pain in the right lower ab- 
dominal quadrant. The symptoms began about six 
months previously. Her past history was negative 
except for an appendectomy eight years previously. 


[It is an interesting fact that in bot! 


Almost half of the series collected ‘he physical examination was essentially negative, 
‘xcept that reduplication of the apical second heart 


sound with a presystolic murmur at the base was 
noted. There was an appendectomy scar in the right 
ower quadrant. The urine examination was nega- 
tive. The patient was sent to the X-ray Department 
‘-r padiographic study of the heart. A moderate 
iumbodorsal scoliosis to the left was noted. The pos- 
«| bility of a renal stone was suggested. A radiograph 


of the genitourinary tract showed a large, dense stone 


in the pelvis of the right kidney. Pyelographic study 
revealed a hydronephritic kidney on this side. 


Hydronephrosis, particularly if extensive, 
may give reflex deformity. Obliteration of the 
kidney outline, together with a lumbar scoliosis 
whose convexity points away from the sus- 
pected side, should suggest the possibility of a 
hydronephrosis. 


Illustrative case: The patient, a pale, young, single 
man of twenty years, came to the clinic complaining 
of dull pain in the left lower quadrant, which began 
eighteen months previously. There was hematuria 
at the onset of the pain and he has had nocturia 
since then. Physical examination showed nothing 
of interest. The urine contained an occasional white 
blood ceil but no definite pus. A radiograph of the 
genitourinary fract showed an obliteration of the 
kidney outline on the left side with spasmodic scolio- 
sis, the convexity of which pointed to the right. Pye- 
lography was advised, the presence of a hyJroneph- 
rosis being strongly suspected. A huge hydronephro- 
sis was demonstrated. 


Several cases of perinephritie abscess were 
observed with lateral lumbar deformity. The 
deformity, however, was not marked, 

Conclusions: First, attention is ealled to the 
fact that a lateral curvature of the spine caused 
by spasm may have considerable diagnostie sig- 
nificance. Second, the presence or absence of 
thoracie scoliosis in obscure chest conditions in 
children is of considerable diagnostie value. 
The presence of this deformity is of value under 
the same condition in adults. Third, lumbar 
seoliosis may direct attention to a renal stone, 
hydronephrosis, or perinephritie abscess, pos- 
sibly not suspected. 
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DEHISCENCE OF THE FLOOR OF THE MIDDLE EAR* 
BY DANA W. DRURY, M.D., F.A.C.S. 


‘ue prineipal point in connection with the 
sucwical anatomy of the tympanum is its re- 
on to other parts. Its roof is formed by a 
. plate of bone, which, with the dura mater, 
‘| that separates it from the temporo- 
‘| ienoidal lobe of the brain. Its floor is im- 
' ately above the jugular fossa behind and 
arotid canal in front. Its posterior wall 
!) ents the openings of the mastoid cells. On 
onterior wall is the opening of the Eusta- 


tributions from the Evans Memorial, No. 85, A-41. 


le 
th 


chian tube. Thus it follows that in disease of 
the middle ear we may get subdural abscess, 
septic meningitis, or abscess of the cerebrum 
or cerebellum from extension of the inflam- 
mation through the bony roof: thrombosis of 
the lateral sinus, with or without pyaemia, by 
extension through the floor: or mastoid abscess 
by extension backward. In addition to this, we 
may get fatal haemorrhage from the internal 
earotid in destructive changes of the middle 
ear: and in throat disease we may get the in- 


= 
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flammation extending up the Eustachian tube 
to the middle ear. 

Anatomically, the inferior wall is narrewer 
than the superior; it is bounded behind by the 
posterior wall, and in front by the gentle ele- 
vation of the inferior towards the anterior wall. 
which is situated below the tympanic orifice 
of the Eustachian tube. The position and form 
of the floor of the tympanum depend on the s!ze 
of the fossa jugularis, the latter being deeper 
on the right than on the left side. On its upper 


As the literature on this subject is rather 
small, and the cases cited as references only, 
it has seemed useful to collect the materia! of 
the case histories of those cases that have been 
reported; naturally they fall into one group, 
namely operative cases. To this summary of 
the literature we add a single case that came 
under our personal observation. 

Toynbee, in his extensive collection of 
anatomical specimens, describes no case reports 


| but several of the specimens as follows: 


TABLE I 


No. of 
Reporter Year cases Sex Age Disease Operation Treatment Remarks 
Brieger 1854 1 56 + Roma Inc.M.T. Tamponage Sinus thrombosis: Death 
Zaupal 1867 1 Inf. — Roma Rupt. ” Recovery 
Gogetroi 1881 1 M 8 Roma Inc. ” Sinus thrombosis: Death 
Hildebrandt 1890 1 F 4 Oma Recovery 
Ludewig 1890 1 M 5 Roma 
Gruber 1891 1 M 41 Oma 
Seligman 1893 1 -M — Roma 
M 30 Rema 
Gomperz 1894 4 M 25 Loma 
F 12 Roma 
Dench 1898 1 F — Ch. oms — —_ Ossiculectomy ; ligation 
jugular; recovery 
McKernon 1898 1 F 13 Oma Ine. Tamp. Arterial bleeding; recovery 
Von Rohre 1901 rT 7 Oma Recovery 
Com paireo 1902 1 Oma “ 
Max 1906 1 — 4 Roma 
Liiders 19i2 : Inf. Oma Mastoid oper.; thrombosis: 
Death 
Goerke 1914 1 — Oma Mastoid oper.; recovery 
Page 1914 1 — Inf. Boma L. Tamp. 
O'Connell 1907 1 M 23 Roma Recovery 
Total: 19 1854- 23 M=10 Roma=12 = Ine.—21 Sinus Thrombosis=4 
1925 = 4 Loma= 2 Rupt.—1 . Ligation Int. Jugular=1 
Inf. — 56 Ch. oms=2 


Mastoid Oper.=4 
Deaths—3 
Recoveries= 20 


surface it is provided with narrow bony crests 
which, together with the entire osseous layer, 
represent the rudiments of the bulbus tympani. 
The la‘ter is very strongly developed in some 
animals, and ean still be demonstrated in the 
monkey. The thickness of the osseous layer 
varies considerably, being sometimes as thick 
as five to eight mm., while in other eases it is 
as thin as paper and even sometimes 
punctured by small holes. In rarer eases it is 
entirely absent, so that the fundus of the tym- 
panic cavity merely consists of connective tissue, 
and the bulb of the jugular vein protrudes into 
the tympanic cavity. If the floor is very thick 
it contains air cells, and if it is thin, it usually 
consists of a compact bony layer which does not 
contain very large areolae. In several speci- 
mens the dehiscence has been so extensive that 
the jugular fossa has even extended to the in- 
ternal auditory meatus, so that the internal audi- 


tory canal will communicate with it by an 
aperture, 


No. I—Man, age 54 years, whose membrana tym- 
pani was flatter and much thicker than usual; the 
lower half being white, like parchment; the mucous 
membrane lining the tympanum was thick, especially 
the portion su-rounding the ossicles; the layer of 
bone between the jugular vein and the tympanum was 
incomplete. The stapes was fixed more firmly in the 
fenest:a ovalis than is normally found. 

No. IIl—From a man, age 60. The lower wall of 
the tympanum was formed by a membrane, in which 
a small plate of bone was deposited. The membrana 
tympanum was very concave. 

No. I1I—The lower wall of the tympanum formed 
partly by a very thin and translucent plate of bone, 
and partly by a membrane. It presented an orifice 
of oval shape, about a line in length. 


No. 1V—Lower wall of tympanum very thin, ond 
presents an irregular t orifice, about a ‘ine 
and a half in diameter. 


No. V—Lower portion of lower wall of tympanum 
consists of membrane only. 


No. VI—Lower wall of tympanum very thin and 
translucent; for a space about the size of small pa 
it consists of a layer of membrane, containing a little 


osseous deposit. 


No. VII—Lower wall of tympanum very thin ani 


translucent, and perforated by many minute orifices. 
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Ne. VUI—Lower wall of tympanum translucent, 
an »resenting a small oval orifice. | 
No ™X—Orifice in lower wall of tympanum wit) 
two or three minute orifices around it. Lower wai! 
of yecatus externus also presents an orifice. 
Nv. X—Larger portion of lower wall of tympanum 
licient. 
. No. XI—Lower wall of tympanum is entirely ab 
sent. except a very thin lamina of bone at the inner 


X1I-XIV—Lower wall of tympanum is perfect, 
but very thin and translucent. 

No. XV-XVI—Lower walls of tympanum imperfect 
in several places presenting several minute orifices. 

No. XVII-XXII-—Lower wall of tympanum consists 
in part of membrane only. 

No. XXIII-XXVI—Lower wall of tympanum defi. 
cient in parts. 

No. XXVII—Orifice in the layer of bone between 
the lateral sinus and the mastoid cells, which allows 
communication between the two cavities. 

Ilartmann’s collection of one hundred tem- 
poral! bones yielded five with the floor of the 
tympanum thin as paper, two bones showing 
dehiscences, while a third specimen of the group 
showed very small perforations in the floor of 
the tympanum. Zuckerhandl, on the other 
hand, found great enlargement of the fossa 
jugularis in nineteen of sixty-seven specimens, 
or 35.267. Korner examined four hundred and 
forty-nine temporal bones and found twenty- 
three cases of pin hole perforations to multiple 
perforations in the floor of the middle ear, or 
in 19.507. Zuekerhandl mentions the fact that 
the vein may be in direet contact with the in- 
terior of the tympanie eavity, with the optic and 
acoustie nerves and even reaching the superior 
petrosal sinus. Barth, in reporting his an- 
atomieal work speaks of dolichocephalie and 
brachyveephalie skulls, that in the former type, 
the bony floor of the tympanie eavity is generally 
1 mm. thiek, containing often air spaces, while 
in the latter type, the bony floor is thinner, and 
often transparent. In the ease of dehiscence. 
not one instance in thirty-nine dolichocephalies 
was found, but of ninety-two brachycephalies 
nine instances were noted, and in one of the 
vom skully the abnormality was found as bi- 
ateral, 

\lost of the text books mention the condition 
as taking place, especially in the anatomical 
sections, but very few actual eases in life are 
even mentioned. There seems to be some confu- 
son also, whether the condition was brought 
about through suppuration or whether it might 
no! be a congenital defect. Again, it has been 
difficult with some of the case histories 

_Cetermine whether the bleeding was arterial 

venous in origin. 

— present case is reported as a matter of 
record : 


“m. B., six years old, had always been well and 
ve until exposed to scarlet fever, which he devel- 
'~. ina mild form. In the second week of the dis- 
“-¢, early one morning, he became more fretful and 
~ temperature rose to 102F. The baby was quiet 
tt on the right side and the right ear nestled 
° the pillow. On disturbing, the child would cry 


| and show signs of pain. The ears were examined 


and while the tindings in the left ear were not re 
markable the right canal was abnormally red and 
ihe drum membrane diffusely injected and bulging 
superiorly and posteriorly. The nose, throat and 
residual physical examination showed nothing of 
note. The child was given primary ether, and, fol- 
lowing sterilizing of the canal with an alcohol wick, 
‘he drum was incise! from above downwar!. Before 
the knife could be withdrawn from the ear canal 
the entire area seemed to be filled with blood extend- 
ing out onto the face. Light packing of the canal 
failed to control the bleeding. A longer, larger piece 
saturated in adrenalin was placed firmly into the 
canal. A pad was qu ckly placed over the ear and 
a tight bandage rolled about the head. This con- 
trolled the bleeding, although a small amount of 
blool ran into the nasal chambe:s and a small 
amount also could be seen in the pharynx. This 
event taking place in the morning, the pad was re- 
moved in the evening, as the child was very uncom- 
fortable. Later in the evening the plug in the canal 
was loosened slightly, but as the bleeding began 
afresh (although less actively), a clean pack was re- 
inserted together with a pad and bandage. The next 
day there being no further signs of bleeling an at- 
tempt was made to temove the plug, but again the 
bleeding became active, and the same procedure was 
carried out again. Meanwhile the clotting time was 
taken and a cover slip of the biool was examined, 
but nothing abnormal was found. On the evening 
of the second day the plug was removed without fur- 
ther bleeding except the serum discharge from the 
middle ear. The temperature being normal and the 
condition now giving the appearance of a serous 
middle ear, a sterile wick was gently placed {n the 
ear canal, this being changed as often as it became 
saturated with serum. During this episode the left 
ear quieted and became normal in two days. The 
right ear became dry in eleven days following the 
incision. On the fourth day of the illness a white 
count showed no active blood stream infection. Six 
weeks following the acute otitis I had another oppor- 
tunity of observing the ear drum and it showed a 
healed membrane the inferior margin of which looked 
darker. On wiping over the drum this darker area 
was very evident, although no pulsation could be 
made out. The short process of the drum seemed to 
be more prominent than usual. 


In the diseussion of this type of case as oe- 
curring in practise it seems wise perhaps to men- 
‘ion certain points that | have found emphasized 
by a number of authors while looking over the 
‘iterature. Trautmann points out the anatomic- 
al peculiarities of certain temporal bones which 
he ealled dangerous. In these the sigmoid sinus 
runs far forward, curves inward, and passes 
over the projecting ledge which forms the pos- 
‘erior boundary of the jugular foramen. Then 
the jugular bulb rises against the floor of the 
itympanie eavity and lies on a higher plane than 
the lowest point of the sigmoid sinus. Politzer 
mentions the possibility of the fascial nerve be- 
ing exposed in cases of a dehiscence and in such 
a ease a phlebitis happened followed by a par- 
alysis of the face. Hildebrandt, on the other 
hand, calls attention to the observation that on 
closely observing the drum membrane in such 
eases the bulging changes its shape, and that 
at one time it will be higher than at another 
time, while Gruber mentions a change in the 
shape of the cone of light by pressing the jug- 
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ular on the side of the neck, When this hap- 
pened he concluded that there was a dehiseenee 
and would not ineise the drum membrane. Lude- 
wig and Seligman both mention the fact that the 
drum membrane it much more resistant to the 
knife, perhaps not so much the drum membrane 
but the wall of the vessel behind it that gives 
the sensation of resistance. This point I re- 
eail distinctly as I opened the drum membrane 
in the ease cited above. Haemophilia is raised 
by several authors but in none of the actual cases 
did this seem to be the cause. MeKernon’s 
ease showed the bleeding to be synchronous with 
the pulsations of the radial artery and further 
that it was bright red in color; he held in his 
case that it was probably a rupture of one of 
the blood vessels that supply the tympanic cav- 
ity. Korner raises the point of a phlebitis fol- 
lowing in this type of case. This fact did hap- 
pen in the first case that I reported which ex- 
tended to the meninges along the jugular vein. 
Eitleberg thinks that there is a possibility of 
death from haemorrhage in these cases, al- 
though I have failed to find any so recorded. 
Bertemes suggests that the mucous membrane 
and the vessel wall being in apposition there is 
potentially a hernia at this point into the tym- 
panie cavity, thus it is relatively easy for the 
infection to enter directly into the blood stream: 
This point may account for some infections of 
the middle ear causing phlebitis, although I have 
never seen this mentioned as a location of a 
thrombosis as a primary location. Some auth- 
ors refuse to do an incision of the drum mem- 
brane when the posterior quadrant shows a blue 
color, but I ean see no objections of incising the 
membrane higher and in the anterior area. Max 
mentions the fact that with the Siegle’s oto- 
scope, the tympanie membrane lifts and the 
color changes to a grey white and that the eolor 
is less intense on the normal side. These two 
points are confirmed by Urbantschitsch, while 
Politzer states that he has seen cases with the 
same blue coloring and where the bulb was still 
separated from the cavity by an osseous lamella. 
Gomper, on the other hand, could see no dif- 
ference by compressing the jugular in the neck. 
Personally I believe that in an inflammed mem- 
brane any change in color through compression 


on the neck is a negligible quantity as sines I 
have had the experience of the case mentioned 
above I have tried this test repeatedly and jiave 
failed to satisfy myself that it is a practical tost 
except in a serous ear wherein small changes «{ 
color are susceptible of reasonable interpretation, 
MecKernon, in 1905, called attention to the fact 
that in children there is anatomically a closer 
relationship between the floor of the tympani 
and the bulb. Schwartz must have had the 
danger in mind when incising the drum as he 
never would allow the drum to be incised from 
above downward, but always from below iip- 
ward. Rohre mentions the observation that the 
external veins of the face on the same side are 
usually more full and seem to be larger than 
normal, especially the external jugular. 


CONCLUSIONS. 


1—It is difficult to determine whether the 
bleeding is venous or arterial. 


2—Proper tamponage of the external ear will 


control any haemorrhage that can occur from 
the middle ear. 
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BENIGN GLYCOSURIA WITH HYPERGLYCEMIA: REPORT OF CASE 
WITH METABOLIC STUDIES* 


BY ELOISE PARSONS, M.D. 


THE case presented here has many interesting 
features. A young woman had mild diabetes 
for nine years at an age when diabetes is likely 
1o be severe and progressive. Glycosuria was 
discovered while she was pregnant. The degree 
of diabetes has not changed during the four 

*Submitted for publication June 1, 1926. 


years she has been under observation. Hyper- 
glycemia ‘and glycosuria appear after the 
gestion of glucose. On a _ restricted 
hydrate diet there is always glycosuria. 

A few cases of somewhat similar features 
have been reported. They fall into a 2° i- 
eral category of diabetes innocens, a condit'. 


f. Ohrenh., 35, 134, 1893. 
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has been diseussed by Frank, Salomon. 
Rios: san, Campbell and others. 


Wo oodyatt recently presented a case of mi la | 
diobetes in an elderly person with arterioseler 
gis. and illustrated a method of study by whic! ‘h 
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| Cosurres during the starvation period when she be- 
ame stiff and cold; each attack lasted from thirty 
o forty minutes. A diet with restricted carbohy- 
Irates was prescribed. Examination of the urine 
rom time to time over a period of nine months dis- 

| closed traces of sugar, usually less than 1 per cent. 


1921, t 
the utilization of glucose was estimated. The | a December, he patient became pregnant again 


diet containing a definite supply of glucose was 
increased by a certain amount of carbohydrate 
at intervals of three days during which the 
twenty-four hour excretion of sugar in the 
urine was estimated. The difference between 
the supply of glucose and the excretion de- 
termine the utilization of carbohydrate by the 
body. 

Wilder and associates have studied the utiliza- 
tion of carbohydrate by determining simul- 
taneously the respiratory exchange, the blood 
sugar and the urinary excretion. Recently Ladd 


nd came to the clinic two months later. 

Examination.—On admission the patient appeared 
to be undernourished. She was 5 feet, 4 inches tall 
and weighed 107 pounds. Besides the pregnancy the 
only significant physical findings were the emacia- 
tion and a small soft colloid goiter. 

The hemoglobin was 67 per cent, erythrocytes 
numbered 3,700,000; the leukocytes 7,000. The blood 
sugar was 100 mg. for each 100 c.c. and the urine 
contained 3.12 gm. of sugar in a twelve-hour speci- 
men. The systolic blood pressure was 115, the 
diastolic 80. As abortion seemed inevitable, the 
uterus was emptied under nitrous oxid and oxygen 
anesthesia. The patient recovered promptly. She 
was transferred to the diabetic service and has been 
under observation since. 


Table 1 
Changes in blood sugar in cese of benign diabetes 
Date Blood sugar, | Glucose ingested,| Blood sugar after ingestion a 
sting, ME « gm. of glucose, Mee 
Hours 
0.097 69 
0.095 50 
0.085 50 
0.095 50 


and Richardson, and Finley and Rabinowitch 
have applied this method in the study of renal 
diabetes. In the case presented here metabolic 
studies were made by both methods. 


REPORT OF CASE 


A young woman, aged twenty-eight, came to the 
clinic in January, 1922, because of threatened abor- 
tion. The symptoms were abdominal cramps, nausea 
and vomiting, and vaginal bleeding. She also had 
diabetes. There was no history of diabetes in the 
family. Glycosuria had been discovered in the rou- 
tine urine examination during her first pregnancy 
in 1917. She was told that it would disappear after 
delivery. The pregnancy terminated normally. She 
nursed the baby and was fairly well, although under- 
weight. 

Examination of the urine in the summer of 1919 
dd not disclose sugar. The patient consulted a 
poysician because of fainting attacks which began 
v th headaches followed by marked weakness and 
irombling. In November, 1920, she consulted a 
buysician because of weakness and loss of energy. 
Xcesive amounts of sugar were present in the urine. | 
«. this time there was also a slightly increased 
'irst, Inereased frequency of urination, and a pecul- 
o* craving for potatoes, although these symptoms 
cre not prominent. Even after the patient was 
"! on a restricted carbohydrate diet, sugar con- 
ued to be excreted. Gradually all food was elim- 
lited from the diet except toast and postum. She 

' weight and was very weak. 

n February, 1921, the patient was on a milk diet 
two weeks. Because glycosuria persisted starva- 
"on Was resorted to for five days, but the urine did 
'ot become quite sugar-free. Three severe attacks 


CLINICAL OBSERVATIONS DURING FOUR YEARS’ DIABETIC 
MANAGEMENT 


In the hospital the urine became sugar-free when 
the patient was on a diet consisting of 60 em. carbo- 
hydrate, 60 gm. protein and 125 gm. fat, but sugar 
appeared when the carbohydrate allowance was 
raised 10 gm. The blood sugar was normal. The 
blood fats, and the acetone and carbon dioxid-com- 
bining power were normal. The basal metabolic 
rate Was 

The patient went home on the foregoing diet after 
having been well trained to prepare a weighed diet 
and to carry out instructions. After two weeks she 
wrote “Can I increase my diet? I find that it is 
impossible to do much work on the present number 
of calories.” The diet was increased by 10 gm. of 
protein and 25 gm. of fat. A month later she wrote 
“I find the new diet very satisfactory but must admit 
that I am still hungry.” In August, abont six months 
after her examination in the clinic, she had gained 
to 115 pounds, but the diet seemed insufficient. 
Traces of sugar appeared in the urine occasionally. 

In February, 1923 the patient returned to the hos- 
pital for a check-up examination. On the diet pre- 
scribed she showed traces of sugar in the twenty-four 
hour specimen of urine. The test for sugar toler- 
ance showed the blood sugar to be 333 mg. for each 
100 c.c. one-half hour after the ingestion of 50 gm. 
of glucose. She seemed in such good physical con- 
dition, that she was advised to continue the diet, al- 
though she complained of being hungry. 

She continued on the same weighed diet until she 
again returned to the hospital in February, 1926. At 
this time she weighed 117 pounds and appeared well 
nourished although her weight was 20 pounds below 
the standard for her height and age, and 15 pounds 
below her maximal weight ten years previously. She 
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reported that there are always traces of sugar in 
the urine. 

The blood sugar response to glucose test meals was 
obtained in 1922, 1923 and 1926 (Table 1). The 
curve in every instance differs from that usual in 


metabolic tests, each over a fifteen-minute peric.. 
and blood sugar and urine estimations were mado 
over a period of seven hours. 

In this case the respiratory quotient shows ©. 
characteristic rise wh'ch occurs in a normal pers» 


and blood sugar in case of benign diebetes 


| Respiratory exchange. Urinary excretion, gm4Blood 
Total [Respiratory Specific 
Period alories| quotient rate gravity 
Fasting 56.6 0.76 <3 | 25 | 1.012 |  |0.096 
| 55.6 0.77 

Ingestion of 100 gm. glucose er, juice one lemon, 
One-half hour later] 60.8 0.90 500 | 1.006 | 17.5 |0.199 
Two hours later 65.3 | 0.93 135 | 1.020 1.4 |0.159 
Three hours later 60.7 0.78 50 | 1.007 0.4 0.086 
Five hours later 61.1 0.77 125 | 1.020 0.5 0.067 
Seven hours later 63.8 0.76 275 | 1.004 0 0.098 

Table 3 
Metabolic findings in case of benign diabetes 
Diet Urine Summary 

3-7 | 60 |70} 180} 2207/ 119 6.1 0,94 
3-8 117] 60 2207; 119 1225 
3-9 60 |70 2207) 119 | 1450 6.1 119} 6.1) 5.1 
5-10 | Glucose test-meal 
3-11] 115 “90770, 32601 0.91 
3-12; 115 | 90 2260; 149 | 1350; 8.1 6.3 
3-13; 115 | 90 180] 2260) 149 

116 | 90 |70| 180] 2260/ 149 | 1850/ 9.5 |7.4| 42.5 149 Q 
3-15] 117 | 120 |70| 2960) 1 4.7 0.95 
3=16 120 180} 2380| 179 | 1850; 27,0« 9.4 
120 180| 2380; 179 | 1650! 8.5 702 

-18 120 180; 2380/| 179 | 1250, 5.6 11.5# 6.0; 44.4 11.5) 6.4 
3-19; 118 | 150 70" 180| 2500| 209 | 1650] 16.3 7.1 0. 
3-20 150 | 70] 180} 2500; 209 | 1900; 12.3 6.5 
3-21 160 | 70 160 | 2600| 209 | 1250] 12.6 |5.5| 39.4 209} 13.8 6 
3-22] 119] 180 | 70| 1€0| 2620| 239 | 1750/ 10. 6e1 0.99; 
180 |70| 239 | 2000; 9,0 6.9 

4 _180 | 70 180| 2620, 239 | 1800} 9.3] 967 | 40.8 239] 4.05 


* Acute upper respirstory infection. : 
Average of three days. * Not included. 


cases of diabetes in that it returns to normal at 
the end of three hours. 

The day before the experiment (Table 2) the pa- 
tient was on a basal diet and in bed. The follow- 
ing morning the metabolic rate during fasting was 
obtained. Blood was drawn and urine collected for 
tne purpose of estimating the sugar. Lemonade con- 
taining 100 gm. of glucose was ingested. Subsequent 


after glucose is taken. The metabolic rate also shows 
a normal increase. 

Large amounts of sugar were excreted in the urine, 
17.5 gm. in the first half hour. The blood sugar 
curve rises much too high to be normal, but return» 
to a low value in the time considered normal. T!i« 


most interesting féature in this table is the extreme'!y 
low level to which the blood sugar fell following the 


Table 2 
Effect of ingested glucose on the respiretory exchange, urinary excretion 
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hy -celyeemia. During the two hours when the 
» | sugar was, 0.036 and 0.067, the patient was in 
d -s. She complained of headache and hunger. 
sas quite restless, although ordinarily very com- 
p.. i. A tremor of the hands and perspiration on 
th. ocow were noted. The patient says that she has 
th. -ame sensations in less degree when she suffers 
fro» hunger between meals. 


“yo metabolic findings for two weeks are given 
in d-ta‘l in Table 3. 


\< the diet was increased in carbohydrate, the 
pro.ein and fat were kept constant, so the only varia- 
ble is the glucose intake. This was increased 30 gm. 
every three or four days. The excretion of sugar 
in the urine did not increase in the same proportion, 
although it was always excessive. The percentage 
of the sugar excreted remained nearly constant. The 
blood sugar before breakfast remained constant. 

There were no symptoms of diabetes at any time, 
no polyuria, no thirst. The patient stated that when 
she was on the high-carbohydrate diet, she was 
better than she had been for years. For the first 
time sinee she began dieting, she was not hungry. 
The gain in weight is noticeable. 


COMMENT 


No attempt is made to classify the type of 
diabetes present in this case. It is not the so- 
called renal diabetes because the blood sugar 
rises too high. After glucose test-meals, carbo- 
hydrate is utilized in a normal manner as shown 
by the rise in the respiratory quotient, yet at 
the same time the blood sugar is abnormally 
high. The metabolie findings, using Woodyatt’s 
method of study, parallel those he reported in 
a case of mild diabetes. 


The onset during pregnancy adds to the per- 
plexity of the ease since it places it in the con- 
fusing group of pregnancy glycosuria, some of 
which beeome very severe, while others disap- 
pear with the termination of the pregnancy. 

The very low blood sugar, 0.036 gm., ob- 
served five hours after the glucose meal of 
March 26, 1926 was attended with symptoms of 
hypoglycemia. Such reactions have occasion- 
ally been observed in normal persons after glu- 
cose test-meals especially when the carbo- 
liydrates in the diet of the preceding twenty- 


four hours have been rigidly restricted. The 
symptoms attending the reactions are identical 
with those observed after an overdose of insulin. 
In retrospect it appears that this patient was 
subjected to unnecessary dietary restriction. It 
would not have been justifiable, however, to have 
‘reated her otherwise. To conelude that the 
case was benign would not have been warranted 
within a shorter period of observation. The 
harm done by insufficient treatment in a case 
of true diabetes is far greater than that attend- 
ing somewhat excessive treatment in the rela- 
tively infrequent cases of diabetes innocens. 


CONCLUSION 


Benign glycosuria was diagnosed in this case, 
and a good prognosis offered because of the fol- 
lowing facts: 

1. Glyeosuria is of long duration and it has 
persisted nine years without increase in severity. 

2. Sugar is excreted on restricted diets and 
its excretion on unrestricted diets is no greater 
in proportion to the intake of carbohydrates. 

3. The blood sugar remains normal even 
when the diet is rich in carbohydrates, as tested 
by a sample obtained before breakfast. 


4. The respiratory quotient responds to a 
glucose meal as readily as in normal persons. 
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AN UNUSUAL BLOOD SUGAR FINDING DURING 
AN INSULIN REACTION* 


BY MILLARD SMITH, M.D. 


Tue following insulin reaction is reported be. | from a dog in convulsions due to a large dose of 


‘tise the unusual blood sugar finding may have 
ome significance in the question concerned 
with the nature of the reducing substances which: 

cact with the blood sugar reagents used in the 
oethod of Folin and 

Page wren has introduced a new method for 
‘he determination of blood sugar which gives 
ower values than that of Folin and Wu. He ob- 
‘ained blood sugar values, in the blood obtained 


7 ease the Thorndike Memorial Laboratory, Boston City Hos. 


insulin, of 27.0 mgs. and 16.0 mgs. by the meth- 
ods of Folin and Wu and his own respectively. 
He states that he believes the blood was actually 
free from glucose and that even his method gave 
too high a result. 

More recently Folin® has introduced a modi- 
fication of the original Folin-Wu blood sugar 
reagents and obtains values even lower than by 
the method of Benedict. These workers seem to 
believe that the present blood sugar methods de- 
termine glucose plus an X-reducing substance. 
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Therefore even though insulin may reduce the 
blood glucose to zero, by their methods this X- 
reducing substance will continue to show a few 
milligrams of reducing substance. In short, by 
their methods, ineluding the recent moditica- 
tions, it should not be possible to obtain a zero 
blood sugar. 

Whether or not these modifications of Ben- 
edict’s and Folin’s give more nearly the true 
blood glucose content must await further work. 
The blood sugar value found during the insulin 
reaction to be reported strongly suggests that 
in this partieular ease all of the reducing sub- 
stance was glucose. 

The patient was an active boy of four years 
who had been a severe diabetic since the age 
of fifteen months. He had required insulin 
since the sudden onset of his diabetes and had 
been very difficult to control. Many combina- 
tions of diet, amount of insulin, and division of 
insulin dosage had demonstrated that if he were 
to be kept sugar free an insulin reaction at some 
time of the day or night was likely to occur. He 
had had many reactions of varying degrees of 
severity but had always responded quickly to 
the administration of orange juice. The reac- 
tions were apt to oceur in the morning immedi- 
ately upon waking even though the last previous 
dose of insulin had been at 6:00 P. M. of the day 
before. Such was the event during the reaction 
to be described. His last dose of insulin was 12 
units at 6:30 P. M. 

When the nurse entered his room at 7:30 
A. M. to dress him she noticed that he was 
slightly stuporous and unable to sit up. She 
immediately gave him 100 ec. of orange juice, 
after which his strength and mental activities 
returned. Ile was dressed and given breakfast 
at 8:00 together with his morning dose of in- 
su.in (12 units). After one hour he appeared 
sleepy, got onto the bed, and remained there 
until 11:00, when IL first saw him. I suspected 
an insulin reaction, so attempted to rouse him. 
Upon waking he was drowsy but irritable, ree- 
ognized individuals, but spoke only a few words. 
Both eyes were drawn to the left and when vol- 
untarily directed to the front were involuntarily 
pulled again to the left. There was no other 
evidence of musele spasm. His skin was moist 
and cool with, a pale and somewhat cyanotic 
color. Pulse was 135, but fair quality. A few 
minutes after being awakened the skin of his 
face became more pale. Finally he vomited a 
very large quantity of undigested material which 
represented his breakfast and the orange juice 
administered before. His color became better 
immediately and his stupor lessened. There 
seemed to be no reason for great apprehension 
and so another 100 ce: of orange juice was ad- 
ministered and then some of his dinner. After 
one-half hour his color again became very pale 


and somewhat cyanotic, followed soon by voni- 
iting. 

Having never before reacted to insulin in 
this manner, the question was entertained tha‘ 4 
gastro-intestinal upset might account for a large 
part of the symptoms. To make sure, a blood 
specimen was obtained from the arm and exaww- 
ined quantitatively for sugar by the method of 
Folin and Wu'. The solutions and technique 
conformed in every detail to the directions given 
by these authors. There was not the slightest 
reduction of the alkaline copper tartrate solu- 
tion during boiling or of the phosphate moly)b- 
date reagent when added. The blood sugar was 
zero. The determination was later repeated 
with the same result. 


During the heating of the test it was seen that 
the blood sugar was very low and before the 
determination was finished the patient was given 
subeutaneously 0.3 ee. of adrenalin. Just after 
the adrenalin was given he exhibited a few 
twitchings of the muscles of his hands and arms. 
After fifteen minutes he suddenly brightened 
and took 100 ec. of 10 percent glucose solution 
Within another ten minutes he asked to get up 
and when allowed 40 do so appeared as strong 
as usual. No further hypoglycaemic symptoms 
returned. 


It appears that hypoglycaemia may be accom- 
panied by such a depression of physiological ae- 
tivity that glucose by mouth will not be ab 
sorbed or passed on by the stomach. 
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IF OUR MEDICAL WARRIORS WERE 
SLACKERS 


Wnuat if Gen. Gorgas had been a slacker and 
had thrown up the job of wiping out malaria in 
the Panama Canal zone? Would this, our great 
United States, have gained its present eminence 
in world power? And think of the lives that 
have been saved through his great sense of pub- 
lic duty! 

If Jenner had been a slacker would he have 
discovered the preventive against smallpox tliat 
is saving uncounted numbers of lives through 
very simple and safe precaution ? 


If Pasteur had been a slacker, would he have 
found that germs are the cause of disease, and s9, 
more or less, easily controlled? Would he, as 2 
slacker, have found the cure for hydrophobia or 
rabies, that dread disease that has taken so many 
young lives? 

There are any number of men who have risked 
their lives in the battle against disease and som 
have paid the supreme price for their sense ©. 
duty.—Chicago’s Health Bulletin. 
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12. Epmemic CEREBROSPINAL MENINGITIS 


In 1805, Vieusseux, in Geneva, studied an 
epidemie of epidemic cerebrospinal meningitis 
and decided it could be distinguished from the 
other disease with which it had previously been 
classified. That disease has since been further 
differentiated into typhus and typhoid. He 
came to his conclusion through autopsies, the 
only method of differentiation then possible. 
The next year, working independently, two 
Massachusetts doctors in Medfield, Danielson 
and Mann, came to the same conclusion, also by 
means of autopsies. Murchison in England 
disputed these claims, and the English fol- 
lowed his lead. . Probably the disease had ex 
isted for centuries before this time, for various 
writers as far back as the sixteenth century de- 
cribed epidemies which at least syggest cere- 
brospinal meningitis. In 1810 there were so 
many cases in the villages of Massachusetts that 
a committee of the Medical Society studied and 
reported on the disease. During the War of 
1812 the disease existed in the cantonments. 
!t was known as spotted fever but probably in- 
cluded both bronchopneumonia and meningitis. 
During the Mexican War there were not many 
cases but it was widely disseminated after 
wards. It was wide-spread during and afte: 
‘ie Civil War. In 1866 a committee of the 
\lelical Soeiety studied 280 cases. In 1873 the 
Cisease prevailed under epidemic conditions 
‘ut the year 1904-1907 saw the maximum distri- 
vation and mortality in the history of th 
sease, 

The age distribution has varied greatly in 
‘ferent epidemies so there is no agreement as 
» what age group is most susceptible. In Mass- 
husetts about half the deaths recorded under 
hose diagnoses which probably include most 
’" the cerebrospinal meningitis have been at 
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ages under five, and three-fourths have been 
under twenty (table 11). So it is concluded 
that children and young adults are most sus- 
ceptible. The sexes seem to be equally at- 
tacked. 

The disease is most prevalent in the winter 
months and it thus corresponds in this respect 
to the other diseases supposed to be transmitted 
by naso-pharyngeal scretion. Cold is not a 
direct factor, for the disease occurs in the trop- 
ics, and if the meningococcus is exposed to a 
temperature of less than 22°C it promptly dies. 
But cold drives people more indoors, to closer 
contact with each other, and as catarrhal in- 
flammations of the upper respiratory tract are 
more common in cold weather, the resultant 
sneezing, coughing, and spitting affords more 
opportunity to transmit infections, by the op- 
eration of chance alone. Besides, in cola 
weather there is more than a tendency to main- 
tain too high a temperature indoors, 


The etiological factor was proven in 1887, 
but had been suspected some years previously. 
The causative organism is non-pathogenic in the 
naso-pharynx where it is often found, but path- 
ogenic to the meninges. Fortunately only a 
small proportion of those who receive infected 
material contract the disease, but the most vig- 
orous and healthy individuals are often in- 
eluded in this minority. Lowered resistance 
seems to be a factor in susceptibility. War 
experiences very definitely point to the fact 
that the incidence of the disease was highest 
where recruits were suddenly plunged into a 
heavy schedule of work and training. Orili- 
narily the period of incubation is from two to 
ten days, oftenest seven. On the other hand 
it may be much longer, for individuals who 
have been carriers for some time occasionally 
develon the disease, and if the organism in the 
spinal fluid is the same type that he has ‘‘ear- 
ried,’’ his ineubation period was relatively 
long. Vaughan thinks this depends on indi- 
vidual permeability of the walls of the naso- 
pharynx. Most persons have a natural im- 
munity, even when they become contact car- 
riers, but an attack does not seem to confer 
permanent immunity. 

This disease has always been one largely of 
the barracks, and generally in time of war, 
for it is the recruit and not the seasoned sol- 
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dier who is the easy victim. Epidemics among 
crowded young individuals in civil life have 
not been unknown. Vaughan ealls attention 
to the fact that up to 1865 all the reported epl- 
demics were in rural regions. Since then, 
cities have been involved, although villages 
still contribute their share of epidemics and 
farmhouses their isolated cases. There are 
probably between 15,000 and 20,000 cases of the 
disease annually in the registration area of the 
United States. In the army during the World 
War there were 2988 cases, with 1179 deathis, a 
ease fatality of 39.4%. Untreated with serum, 
this figure would probably have been about 
70%. The average case fatality in the coun- 
try is estimated to be about 90%. — 
Mortality statistics for cerebrospinal menin- 
gitis in Massachusetts cannot be given with suf- 
ficient accuracy to make them worth while. 
The disease has existed at least ever since Dan- 
ielson and Mann did their historic work on it, 
but 1873 was the first year in which it ap- 
peared in the mortality records. In that year 
747 deaths were ascribed to it, several times the 
subsequent annual number of deaths with this 
diagnosis. In 1897 there was a considerable 
epidemic in which 184 deaths were reported 1n 
Boston with many more in neighboring cities. 
This epidemic was the first extensive one after 
the discovery of the diplococeus in 1887, and 
as so little was known of the disease a commis: 
sion consisting of Councilman, Mallory, and 


Wright was asked to study it and to make re-| — 


port. They made a careful clinical investi- 
gation of the cases in the principal hospitals 
and of others in which the diagnosis was cer- 
tain. They doubted the accuracy of the sta- 
tistics of the disease because of the confusion 
of medical terms by physicians, and because 
the disease was not common and was liable to 
be confused with other cerebral diseases or 
with those in which cerebral symptoms pre- 
dominate. They found that from 1887 to 1895 
26% of deaths from this disease were in in- 
fants, and concluded that this vitiated the ae- 
curacy of the figures for ‘‘the disease is ex- 
tremely rare among infants as well as among 
those of advanced years.’’ The reported 
deaths occurred mainly in large cities and 
towns, the whole number from towns smaller 
than 5000 being less than 5% of the total num- 
ber. In the 1915 report of the Massachusetts 
Department of Public Health the diagnosis of 
many of the cases reported in the preceding 
years was stated to be doubtful owing to infre- 
quent laboratory confirmation, and also because 
many of the histories showed that the meningi. 
tis occurred during pneumonia or tuberculo- 
sis. In the 1918 report still more skepticism 
was expressed, for a study of histories of cases 
showed that at least 50% of them were prob. 
ably incorrectly diagnosed. 

There has been more confusion in the ter- 
minology of this disease than in any other in 


Massachusetts. The following list includes 
those diagnoses which appear as causes of 
death under which actual cases of epidemic 
cerebrospinal meningitis might have been re- 


ported. Tuberculous meningitis is not in- 
cluded. 


TABLE 11 


1849-1854 Inflammation of brain 
1855-1872 Cephalitis 
1873-1900 Cephalitis 
Cerebrospinal meningitis 
1901-1911 Meningitis simple 
Meningitis, epidemic, cerebrospinal 
1912-19]6 Meningitis simple 
Meningitis, epidemic, cerebrospinal, un- 
defined 
Cerebrospinal fever 
1917-1920 Cerebrospinal meningitis, undefined 
Meningitis simple 
Cerebrospinal fever 
1921- Non-epidemic cerebrospinal meningitis 
Mening:tis simple 
Meningococcus meningitis 
TABLE 11A 
1849-1854 Inflammation of brain 
1855-1900 Cephalitis 
1901- Meningitis simple 
Total deaths 56,495 
Deaths under 5 36,019 64% 
- 5-9 4,688 8% 
ae 10-14 1,998 4% 
- 15-19 1,621 3% 
TABLE 11B 
1873-1900 Cerebrospinal meningitis 
1901-1911 Meningitis, epidemic, cerebrospinal 
1912-1916 Meningitis, epidemic, cerebrospinal, un- 
defined 
1917-1920 Cerebrospinal meningitis, undefined 
1921- Non-epidemic cerebrospinal meningitis 
Total deaths 8,772 
Deaths under 5 4,500 51% 
5-9 1,185 13% 
= 10-14 659 71% 
15-19 576 6% 
TABLE 11C 
1912-1920 Cerebrospinal fever 
1921- Meningococcus meningitis 
Total deaths 363 
Deaths under 5 173 48% 
= 5- 40 11% 
as 10-14 18 5% 
aa 15-19 32 9% 
TABLE 11D 
Table1l1A Table11B Table1iC 
Deaths under 5 64% 51% 48% 
= 5-9 8% 13% 11% 
10-14 4% 1% 5% 
- 15-19 3% 6% 9% 
79% 17% 13% 


In tables 11 A, B, C, and D are shown the 
numbers of reported deaths under the various 
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d.acnoses which probably included most of the 
jemie cerebrospinal meningitis. With such 
ex reme diagnostie confusion it is not possible 
ty make any but very general conclusions. ‘Tie 
tree arbitrarily chosen groups in A, B, ©, and 
D have very similar age distributions but the 
ac:ual amount of the specific disease included iu 
them is very uncertain. 

So far as is known the only source of the in. 
feciing organism available to produce the 
disease in another is the nasopharynx of a hu- 
man being who is either ill with the disease or 
is a carrier. The infective material leaves 
such an individual either in droplets, or on 
saliva-moistened objects such as eating uten- 
sils. The virus must reach another person 
quickly if it is to find a new home, for it does 
not exist long outside the human body. The 
infection may be received in inspired air which 
contains infected droplets, or via food or eat- 
ing utensils, or by contact with carriers or sick 
individuals. The last method is rare, how. 
ever. It ean be readily seen how crowding 
may inerease the chances of receiving the in 
fectious material in inspired air. Also when 
living conditions are crowded, messing facili- 
ties are likewise congested and eating utensils 
are insufficiently cleansed. The actual source 
of an infection is difficult to trace. Most of 
what has been said is based on cireumsiantial 
evidence and there probably is some unknown 
but important factor yet to be discovered other 
than crowding with its lack of ventilation, its 
overheating, and the increased opportunities 
for exchange of saliva. |The literature does 
not mention any epidemies as occurring in 
schools. 

The subject of meningococeus earriers is a 
very difficult one. It is generally agreed thal 
the normal proportion of them is about two 
per cent of the population and that this figure 
may become much higher (10-20%) during an 
epidemic. In no other disease is the propor- 
tion of carriers to cases so high. But the very 
high pereentages reported by some observers 
seem impossible. Zinsser calls attention to 
the possibility that such organisms as M 
catarrhalis, pharyngis siceus, and M. flavus may 


_.....--liuve been mistaken for the meningococcus 


Ilowever, the fact remains that so far as we 
know most eases are contracted from carriers 
and not from the actually sick. Infections 
‘mong doctors and nurses who care for cases 
are comparatively rare. Vaughan and Palmer 
reported that of twelve cases at Camp Cody not 
one was associated with another. At Camp 
Deauregard all the 132 cases were independen! 
of one another and there were no secondary 
cases in any organization. Carriers are more 


difficult to handle than in diphtheria where a 
verulence test is possible. They are numerous, 
‘nd cases are few—five to one, according to 
Vaughan and Palmer—especially at the close 


an epidemic. And since there are so many 
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| carriers and they exist in groups, it is the ex- 
ception to trace a case to one. Carriers may 
be temporary or chronic. In the latter there 
may be a local focus of infection somewhere in 
the upper air passages. Carriers are obvious- 
ly more important as sources of the infection 
than the sick, in whom the disease is recognized 
and whose activities are limited if by nothing 
else than the severity of the disease. Glover 
showed that the meningococeus carrier rate is 
a direct index of the degree of overcrowding 
and that when the space between beds is in- 
creased the carrier rate drops te normal. This 
rate shows a sharp rise just before an epidemic. 
He regards a rate of 20% as the danger line. 
Mink’s data, from the Great Lakes Training 
Station are very conflicting and indicate no 
such rule. 

The disease is an anomaly so far as its con- 
trol is concerned. Its etiology is known and 
its mode of spread is understood but its con- 
trol has been a failure. It has been shown to 
be useless to swab contacts by the thousand and 
then to isolate the carriers, for when the latter 
were segregated, new crops developed at once. 
The normally existing proportion of carriers is 
responsible for the sporadie eases, who are the 
oecasionally found, very susceptible individ- 
uals. At times, instead of the cases remain- 
ig sporadic, an epidemic starts. Some cause, 
such as overcrowding, has increased the num- 
ber of individuals who receive the meningocoe- 
cus into their nasopharynges, or the organism 
or attendant conditions have changed so that 
virulence or ability to grow on a nasopharynx 
is enhanced. Then the epidemic develops. 

The most important control measure is to 
seek and correct the underlying cause. If it 
is overcrowding, the remedy is to disperse the 
individuals. Time spent in searching for car- 
riers is better spent in a study of the underly- 
ing conditions. Persons who have catarrhal 
symptoms and who sneeze, cough, or spit should 
be isolated at any time, epidemie or not, and 
general personal hygiene measures should be 
recommended in order to reduce catarrhal in- 
flammations of the upper respiratory tract. 
This is not recommended with any idea that the 
meningococcus causes such symptoms but be- 
cause an individual so infected has much great- 
er proclivities for spreading his mucus. Over- 
crowding takes place in public conveyances 
during the entire year, but there is ventilation 
during warm weather. Similarly with public 
gatherings except theaters the majority of 
which are now satisfactorily ventilated during 
the entire year. Therefore, during an epidemic 
the public should be warned to avoid crowd- 
ing. 
Insufficiently washed dishes and eating uten- 
sils are probably an important factor, especial- 
ly in eamps, industrial organizations, restau- 
rants, and boarding schools. These articles 
should be washed in clean water sufficiently hot 
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to kill pathogens. This is an excellent prac- 
tice as a routine procedure. 

The case itself should be isolated and concur- 
rent disinfection practiced. As was said, see- 
ondary cases are very rare, but it is compara- 
tively simple to isolate a siek individual and al- 
though as Hill says, isolation is seldom more 
than 80% perfect, and public sentiment would 
not allow a health officer to abandon it if he 
would, it causes but little inconvenience and 
may save an occasional infection. Contacts 
should of course be cultured, and those who are 
positive isolated and given special attention, 
such as spraying with dichloramine T in order 
to lessen the danger to their contacts. Re- 
lease from isolation may be permitted when 
there have been two negative successive weekly 
swabs from the nasopharynx, or the epidemie 1s 
over. To attempt to isolate carriers on a large 
seale, according to type of organism, and ac- 
cording to whether the last swab was negative 
or not, becomes a very complicated process, im- 
possible to carry out. 


There is no need to quarantine other mem- 
bers of the household. Throat cultures should 
be taken in a search for carriers. The house 
should be placarded. The disease is, rightly, 
a notifiable one. But there are so many missed, 
unrecognized, and mild atypical cases that all 
the infections can never be known. The accu- 
rate diagnosis rests on a demonstration of the 
meningococeus in the spinal fluid, and a spinal 
puncture is not done as a routine outside of 
hospitals. 


The public in general must be educated in 
personal cleanliness. There will be no control, 
Vaughan says, until ‘‘man becomes sufficiently 
well trained in personal hygiene that he is able 
to avoid receiving all consignments of bacterial 
flora from the upper air passages of his neigh- 
bors.’ When this is accomplished, ‘‘the last 
of the meningocoeci will die.’’ 


13. ANTERIOR POLIOMYELITIS 


There have been written during the past cen 
tury and a half descriptions of a disease which 
we now conclude was anterior poliomyelitis. 
It was not always considered to be an entity, 
or was it suspected of being communicable un- 
til the early 80’s of the past century. This 
suspicion was turned into conviction by Wick- 
man’s study of an epidemie of over 1000 cases 
in Sweden, in 1905. He recognized mild and 
abortive cases which did not progress to paraly- 
sis and was thus able to show that communieca- 
bility was very probable, those links in the chain 
having been missing up to the time of his stud- 
les. No progress of any importance in the 
study of this disease from a public health 
standpoint has since been made. 

Nothing is known of the nature of the virus 
except that it is filterable, that it exists in the 
excretions of the nasopharynx, several days be- 


fore the clinical manifestations of the dise: se 
until about two weeks after the onset, tha: »: 
occurs in the intestinal contents, and that ('» 
monkey is an excellent experimental ani: . 
The disease is chiefly confined to the No: \ 
Temperate Zone. Aycock and Eaton studi 
the monthly distribution of 54,288 cas 
reported in the United States Registrati.n 
Area during the eleven years from 1912 to 
1922. They showed a persistent and definire 
late summer prevalence, with a smaller see- 
ondary increase of cases in March or April. 
Over half of the cases occurred during the 
1916 epidemic. If anterior poliomyelitis js 
transmitted chiefly by the nasopharyngeal 
secretions, the seasonal prevalence should be 
the same as the other diseases which are 
thought to be distributed that way,—namely 
pneumonia, influenza, and cerebrospinal menin- 
gitis. Ayeock and Eaton interpret the lesser 
rise in the spring as being due to transmission 
in this way, and the greater one in late summer 
to be due to some unknown cause. Inhabi- 
tants of the smaller towns and the rural popula- 
tion seem to be attacked most frequently. Chil- 
dren become infected more frequently than 
adults. One attack confers immunity, accord. 
ing to experiments on the monkey. The period 
of incubation is about ten days. No method 
of immunization has yet been developed al- 
though the blood of a convalescent neutralizes 
the virus, before injection. Susceptibility is 
very variable. Frost says that of 2070 per- 
sons exposed to the disease by residence in the 
same house or family with a case of it, only 14 
(0.6%) developed typical attacks of the disease; 
if, however, the atypical cases and those sus- 
pected of being poliomyelitis are included, the 
percent becomes 3.2. The disease is probably 
transmitted by contact, both direet and indi- 
rect, as well as in some unknown way. As the 
virus is not long-lived, indirect contact must be 
very recent. That the virus may enter the 
body through the nasopharynx and produce the 
disease has been proven by experiment. It 
has also been found in mesenterie lymph noces, 
and it is therefore assumed that it may enter 
the body via food. In this connection, the 
mechanical transference of the virus by flies 
must be given some consideration. 

Since carriers probably exist, mild, 
atypical, abortive, and missed cases are so fre- 
quent, control is almost impossible at present. 
If the chief method of transmission is via the 
nasopharyngeal excretions, control depen 
considerably on prevention of the exchange of 
saliva. That carriers are important factors in 
the etiology of the sporadic cases may be °*- 
sumed. The disease should be a notifiable one. 
and the sick individual should be isolated wi'h 
concurrent disinfection of intestinal as wel! 2s 
nasopharyngeal excreta. Flies should be ex- 
eluded from the sick room. Quarantine of 
contacts does not seem to be worth the inco- 
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ven cpce it eauses for there are so many un- 
reco aized eases and carriers which are not iso- 
lar. ‘hat the number of cases so transmitted | 
mu- be relatively very insignificant. | 


14. LETHARGICA | 


‘oo first definitely known epidemic of what | 
is now ealled encephalitis lethargica occurred | 
in Austria in the winter of 1916. During 1918 | 
and 1919 the disease spread to the rest of Eu-| 
rope and to the United States. These mani-_ 
fectations of an apparently new disease caused 
a thorough search of the literature for evidences | 
of previous visitations of any disease with sim- 
ilar symptoms. As a result of these studies it 
is thought that the disease known as ‘‘nona”’ 
which existed in northern Italy in 1890 may 
possibly have been encephalitis lethargica. 
There are also descriptions of outbreaks of 
disease in the late eighteenth and early nine- 
teenth enturies which suggest the malady as it 
is now understood. Much attention has been 
accorded the disease in the last four or five 
years. 

’ The well known work of Loewi and Strauss 
indicates that the cause of the disease is a fil- 
terable virus which is found in the central ner- 
vous system and in the exeretions of the naso- 
pharynx. Suecess in infecting animals has 
however been variable. The virus of herpes is 
found constantly in the mouths of some individ- 
uals and oceasionally in others, and when this 
is injected into animals often produces an en- 
cephalitis. For a time a relation was believed 
to exist between these viruses, but that belief 
is now diserdited. It is possible that the ex- 
perimental encephalitis produced from naso- 
pharyngeal secretions of eases of encephalitis 
lethargica may have been due to the virus of 
herpes. Nevertheless the disease is generally 
accepted as being a specific infectious one, al- 
though there are indications of the existence 
of some mysterious realtionship between in- 
finenza, anterior poliomyelitis, and encephalitis 
lethargiea. These three diseases are all very 
vague as to their etiology and this ignorance 
ust be eleared up before any great steps in 
control ean be taken. 

The disease is not common in childhood, or 
_ least is seldom recognized at such ages. The 
«xes Seem to be afflicted equally. If there is a 

inite seasonal incidence it is the winter 

-onths, although too few eases have been stud- 
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| to be certain. The ease fatality varies 
om 20 to 33% as reported by different ob- 
silvers, probably depending on how many mild 
» abortive eases are included in the basic fig- 
“ys. Kling, in 1920-1921, studied an epi- 
‘nic in Sweden which occurred in small com- 
_mities. He reports the morbidity to have 
1 from 7 to 45% in the villages. In some 
 oullies nearly all members were afflicted. He 
~ "esses the many abortive cases, which are im- 
"°vtant factors in transmission. He concluded 
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that the period of incubation was ten days. 
On Mareh 1, 1921, encephalitis lethargica was 
‘eelared a disease dangerous to the public 
health, and reportable in Massachusetts. In 
i921, 117 cases with 73 deaths were reported 
ihe next year 163 cases and 82 deaths were re- 
corded. 

Until more is known of this disease its con- 
trol will be impossible. There is not even defi- 
nite evidence that it is communicable. Those 
who consider it so, speak of the infectivity as 
low; in order to find evidence on which to base 
that eonclusion a careful search of the litera- 
ture is necessary, for comparatively few cases 
point definitely to contact with another case as 
the undoubted source of the infection. On 
the other hand, if the disease is communicable, 
it may be assumed that there are many mild, 
missed, and abortive cases, as well as carriers, 
who are able to transmit the virus. Inasmuch 
as there is no diagnostic criterion no one can 
say definitely when the disease exists. It 
should certainly be a reportable disease for 
purposes of study, but no other measures need 
be taken. If the patient is cared for in the 
ordinary cleanly manner no one runs an ap- 
preciable risk. There seems to be no necessi- 
ty of keeping children who are contacts out of 
school. 


15. Tue VeNerReAL DISEASES 


Of the three venereal diseases, chanecroid has 
very little public health significance and is not, 
therefore, being considered in this study. 
Syphilis and gonorrhea will be discussed to- 
gether, since they do not differ materially from 
the standpoint of prevention, and since the de- 
tails of treatment are not here being considered. 
Syphilis has always recived much more atten- 
tion than gonorrhea; the latter is still regard- 
ed by many as ‘‘no worse than a eold,’’ and its 
history is not even as well known as is that of 
syphilis. Whether the latter originated in the 
New World or whether it had existed from time 
immemorial and had merely had a recrudesence 
in its virulence late in the fifteenth century is 
still a moot point. At any rate, when the meth- 
od of transmission was recognized, during the 
fifteenth and sixteenth centuries, a _ great 
change took place in the attitude toward pros- 
titution. There were two causes for this; the 
fear of disease, and the Reformation. Active 
measures to combat the venereal diseases were 
first taken by Denmark, in 1672, when treat- 
ment by quacks was forbidden. In 1750 
French orders required that prostitutes com- 
mitted to the workhouse must, if infected, be 
cured in hospital before beginning their sen 
tences. About forty years later Denmark pro- 
vided free hospital treatment for all cases and 
in 1859 penalties were placed upon those propa- 
gating the disease. Ten years later the study 
of these diseases was required of all students of 
medicine in that country, and in 1874 the com- 


| 
| 
| 
| 
| 
| 
| 
| 


670 


CONTROL OF THE COMMUNICABLE DISEASES—HUBER 


Boston M. & S. Journal 
September 30, 1926 


pulsory treatment of all infected individuals 
was ordered. In 1900 Credé’s procedure also 
became compulsory. It is thus seen that Den. 
mark has been the poineer in combatting the 
venereal diseases. Other countries have been 
slow to follow, for it was not until the exigen. 
cies of war required it that any extensive se 
rious measures were taken in the United States. 
The second decade of this century saw the most 
progress in the study of syphilis, and the dis. 
coveries made during that period.—namely, 
the treponema, salvarsan, the application of the 
complement fixation test to syphilis, the value 
of calomel as a prophylactic, and proof that 
the parasyphilitie diseases were due to the 
treponema, form all the basis for control meas. 
ures. In 1912 New York City’s Board of 
Health took the lead in this country when it 
decided that the venereal diseases should be 
regarded in the same way as any other highly 
communicable and preventable disease. A few 
cities followed New York’s lead, so that by the 
next year 7 of the 227 largest cities in the Unit- 
ed States required the reporting of cases and 
four of them had free venereal disease clinses. 
This movement received such an impetus dur- 
ing the war—when the very wide prevalence 
of these diseases first received publicity—that by 
1920, 82 of the 83 largest cities required re- 
porting of eases and all but two had venereal 
disease elinies. This fight has been condueted 
by federal, state, county, and municipal author- 
ities, as well as by numerous private agencies, 
and remarkable progress has been made. Ow- 
ing to the fact that the venereal diseases ean 
be combatted from so many different angles it 
is possible for a number of organizations to 
codperate without friction, each having its own 
sphere of action which contributes its part to 
the whole. The campaign has not been with. 
out its difficulties which have been even great- 
er than in the anti-tubereulosis fight. which of 
fers certain analogies. 


It is of course impossible to present any re- 
liable figures as to mortality and morbidity for 
the venereal diseases. Syphilis and gonorrhea 
appear infrequently as causes of death both 
because of the stigma attaching to such a diag- 
nosis and because it is only in recent years that 
the protean manifestations of syphilis have 
been recognized as such. If aneurism, general 
paralysis, and a large proportion of diseases of 
the brain, spinal cord, and heart were properly 
listed as syphilis, the latter would, as Osler 
said, rank with cancer, tuberculosis, and pneu- 
monia as a cause of death. And those three 
diseases cause about a fourth of all deaths. As 
to morbidity, the best information concerning 
the prevalence of the venereal diseases is ob- 
tained from the examination of drafted men, 
and from the incidence in the Army. The in- 
fections found on admission to the Service were 
of course a result of conditions in civil life and 


infection. 


may therefore be taken as an indication of their 
prevalence there. The data were so startling 
that efforts at control were at once initiated, 
Since the war there have been published more 
or less accurate morbidity statistics. Accord. 
ing to the report of the Surgeon General, 
U. 8. P. H. S. for 1921 the morbidity rate for 
the United States was 404.4. In the largest of 
the 83 cities the rate was 441.2; in the next 
largest group it was 422.1; in the smallest it 
was 782.7. It is very improbable that re- 
porting is anywhere complete; probably the 
majority of reports received are from Clinies. 
Higher morbidity rates probably mean noth- 
ing more than that the physicians are coiper- 
ating more in reporting cases. The litera- 
ture contains numerous discussions as to wheth- 
er the venereal diseases are increasing or de- 
creasing, but all conclusions are on in- 
sufficient data. 

The problem of control is markedly differ- 
ent from that in the non-venereal communica 
ble diseases. In the latter the actual cure of 
the infected is a matter of secondary impor. 
tance from the publie health point of view. 
But in the venereal diseases the cure is the pri- 
mary consideration. Other communicable dis- 
eases are more or less self limited and cure or 
kill within a brief space of time. But the 
venereal diseases do not cure themselves and 
each case is a potentially active carrier. On 
the other hand the cure is available, so that 
ignorance and unwillingness to apply available 
knowledge are the chief reasons for the con- 
tinued prevalence of these diseases. In a fight 
against a disease it is impossible to accoms|ish 
anything unless the majority of public senti- 
ment is supporting the combat. The efficient 
health officer keeps a step ahead of the public. 
If he is too far ahead, or behind, he is useless. 
This is especially true in the venereal diseases 
for here we come in contact with the intimate 
life and morals of the people. It is impossi- , 
ble to obtain any change in morals by legisla- 
tion, rather does legislation indicate the state 
of morals of a people. Morals may be influ- 
enced by edudation which is therefore one of 
the most powerful weapons in the anti-venereal 
fight. The public is not yet ready to attack 
the venereal diseases in the same manner thiat 
it is such diseases as small pox, malaria, tuber- 
culosis, or diphtheria, for in the public mind 
the question of morals is closely bound to it. 
Milton said that the bulk of humanity ‘‘of love 
and love’s delights take freely.’’ This has 
been true for many centuries and therefore it 
is useless to direct the fight against the velicle 
of transmission of the disease. The only sane 
procedure is to concentrate on prevention of 
Purists insist that sexual inier- 
course should be only for the purpose of re- 
production but such a state of affairs is impos- 
sible of fulfilment. 

Gonorrhea and its complications present an 
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even more difficult problem than syphilis. 
Since: notifieation of these diseases has been in 
pracve there have been fewer cases of the 
form -: reported than of syphilis. This is con. 


trary ‘o the prevailing ideas as to the relative 
freyicney of oeceurrence of these two diseases. 


In » probability this diserepancy is due to 
the fact that gonorrhea is not considered as im 
portant as syphilis and therefore is not so gen. 


erally reported. Gonorrhea is not so fatal as 
sypliis but its eure is more difficult and ear. 
riers are both relatively and absolutely great. 
er in number. The public must realize that 
as Osler said it is ‘‘a great communicable 
disease, many of whose victims are innocent.’’ 

The souree of infection, the mode of trans 
mission, the ineubation period, and the period 
of communieability for the venereal diseases 
are perfectly well known, beyond any doubt; 
therefore the anti-venereal disease fight is not 
handicapped by any” uncertainty as to these 
basic points. The necessary steps are clear 
but the possibility of making full application 
of available knowledge seems remote. Looking 
into thé future, the education of the public is 
even more important in the venereal diseases 
than in the other communicable diseases. The 
first essential in control measures is similar to 
that in the other communicable diseases, name- 
ly, prompt recognition followed by reporting. 
As an aid to early diagnosis the state laboratory 
is invaluable. It is also a check on reporting. 
Notification is of real practical value which is 
not true of such diseases as varicella and meas- 
les. The case should be reported by office 
number when treatment is instituted, and not 
by name and address until the patient fails to 
continue treatment as directed. If the patient 
follows the advice given him as well as could 
be expected, there is no need of the health au- 
thorities knowing his identity, but once he stops 
treatment he becomes a neglected earrier, liable 
to remain so for an indefinite period, and a 
direct concern of the health department. Re- 
perts giving name and address should be 
sealed. A regulation requiring the labora- 
tory confirmation of each clinical diagnosis 
se-mas wise not only in justice to the patient but 
as a cheek on reporting. 

‘solation in the venereal diseases is not neces- 
‘ily the same as in the other communicable 
«seases. It may vary from simple instruc- 
‘ons from the physician to his intelligent 
lent, to forcible detention of the ignorant or 
\ ‘ul. Legislation is necessary in order to 

ible to isolate those who refuse treatment 
| presumably spread their infection. Such 
* law does not need frequent invocation, for 
“t and persuasion often accomplish all that 
' needed. The fact that such ¢ law exists has 
‘eneficent influence, however. Besides forci- 
hs 


» detention, adequate treatment facilities must 
provided. 


If the infected person refrains 


from sexual intercourse and the preparation or 
preservation of food, the general public will be 
protected. He must also avoid infecting the 
other members of his family, using separate 
dishes, towels, ete. In other diseases carriers 
are more or less numerous but we are powerless 
to eure them. In the venereal diseases every 
case is a carrier, and in syphilis at least, the 
cure is certain. But it must be made easy for 
the infected person to get, proper treatment. 
The majority of physicians are neither willing 
nor prepared to treat these diseases, but they 
should be able to refer such cases to reliable 
practitioners where they can be efficiently treat- 
ed and advised. Every patient able to pay 
shoula be under the care of a competent physi- 
cian; the latter is the bulwark of the battle 
against the venereal diseases as well as against 
all the other communicable diseases. Early and 
skilful treatment diminishes the sources of in- 
fections. In order to assist physicians in their 
intelligent and effective handling of these dis- 
eases four measures must be undertaken: the 
suppression of quacks, the removal of patent 
medicines from the market, prohibition of ad- 
vertising of such nostrums, and cessation of 
druggists’ prescriptions and treatments. Leg- 
islation is needed for all four, as a background. 
Prosecution will be needed for the quacks, but 
a campaign of education for the druggists as 
conducted by Kelley in Massachusetts can be 
successful without a specific law. Druggists 
were personally seen and when the matter was 
explained to them were practically all willing, 
and did co-operate. Applicants for treatment 
at a drug store should be informed by the drug- 
gist where free clinics or qualified physicians 
may be found. It is of no avail to abolish 
quacks and patent medicines if there are in- 
sufficient facilities for correct treatment. There 
must be provided detention homes, and vene-, 
real wards in general hospitals. for the quaran- 
tine of the refractory as well as dispensaries 
and clinies for those willing to take treatment 
but not able to pay a physician. Care must be 
taken that none who are able to pay are given 
free treatment. The co-operation between phys- 
ician and eclinic must be complete, and this will 
be impossible if the clinic treats those who 
should employ a physician. These clinics may 
be maintained by the health department or 
other municipal department, by federal, state, 
or county funds, or by private agencies; they 
must be so located that patients may visit them 
with a minimum of observation by the curious. 

Care should be exercised in reporting pa- 
tients as cured. It would be safer never to 
discharge cases as cured but to release them 
from treatment and then only after a negative 
spinal fluid Wassermann test. Following this, 


they should return for several semi-annual 
blood Wassermann tests. Cures will nut only 
diminish disease incidence but will lower the 
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mortality rates for the diseases of infancy and 
of middle life. In rural regions treatment fa- 
cilities are badly needed. On admission to the 
Army, men from Alabama, Mississipp), and 
Florida were found to be infected to the extent 
of ten to fifteen percent. The only remedy 1s 
for the rural practitioner to prepare himself to 
take care of such cases to prevent their negleet 
or ignorant handling. Patients must be per- 
suaded that a long time is needed for a cure, 
for the tendency is to be delinquent once the 
open lesions have disappeared. Here, follow- 
up work by letters, or personal visits, or both, 
may be very effective if tact is used. In the 
course of this routine infeeted contacts will of- 
ten be located just as in anti-tuberculosis work. 
In selected families, instruction may be given 
as to how to avoid infection. 


State penal institutions and hospitals should 
be prepared to examine all inmates and to treat 
where necessary. Complete permanent records 
should be kept for future use. Social service 
work among the members of the families of 
these inmates can be fitted in with the follow- 
up work from the clinics. Orphanages should 
be searched for those congenitally infected. 

Co-operation with courts is also productive 
of excellent results. Here the health depart- 
ment is largely dependent on those agencies 
which are concerned particularly with the mor- 
al and social aspects of the question. The ar- 
rest of sex offenders should be immediately fol- 
lowed, before arraignment, by a physical exam- 
ination. Discovery of a venereal disease should 
result in compulsory treatment whether the 
person is convicted or not, for such cases are 
most dangerous to the publie health. Such de- 
tention and treatment should extend through 
the period of infeetiousness regardless of the 
length of the sentence. There is an excellent 
field for the voluntary organizations in follow- 
ing up such sex offenders after their release. 


The pre-natal clinies should, as a routine 
measure, examine for, and treat thoroughly 
when found, venereal diseases in prospective 
mothers. Such treatment is doubly efficacious. 

It is often possible to ascertain the source of 
an infection by tactful questioning. The names 
of such individuals, their address, or any avail- 
able scrap of information should be reported to 
some voluntary organization prepared to make 
tactful investigations, remembering that such 
names may have been given falsely and mali- 
ciously. Infected individuals thus found ean 
generally be placed in charge of private phys- 
icians unless they are incorrigible, when the 
clinie or detention ward must be used. 

Health departments should be empowered to 
examine food handlers and others such as bar- 
bers and beauty parlor operators and to exclude 
the infected until the period of communieabil- 
ity has passed. Such individuals will be faith- 
ful in treatment for they will desire to return 


to their employment. Routine examinations of 
this nature cannot wholly prevent the employ- 
ment of infected persons, for the examinations 
cannot be sufficiently frequent. An examina. 
tion at the beginning of employment and fur. 
ther ones at six month intervals is probably ali 
that could be expected. 


Certain legislation is necessary even if en- 
forcement is seldom actually used. A mode! 
code has been suggested by the U. S. P. H. S. 
and with modifications required locally should 
be on all statute books. Rhode Island has a 
law prohibiting knowingly exposing another 
person to a communicable disease. The maxi- 
mum punishment is a fine of $100 and three 
months imprisonment. 

The eradication of prostitution, ‘‘the oldest 
profession,’’ is a dream, but this does not mean 
that no attempts should be made to curb it. 
Each success in limiting this institution serves 
to diminish the venereal diseases. 

Individual prophylaxis is opposed by many 
on the ground that it encourages promiscuity 
and that this increases the disease rate or at 
least the number of cases. Such arguments are 
based on the idea that the fear of disease is a 
great deterrent to exposure. As a matter of 
fact this fear has but a slight effect in prevent- 
ing intercourse. In spite of all the preaching 
of reformers, moral persuasion, athletics, sex 
education, and advice to burn ‘‘fires on other 
altars than that of Venus’’ continence will not 
be the vogue among the adult population. If 
individuals expose themselves it should be pos- 
sible for them to be able to purchase individual 
disinfection packets of calomel ointment which 
have received the approval of the state health 
department. It should be as easy to obtain such 
a packet as to procure sheaths. The availabil- 
ity of this packet is no more a temptation to 
get infected than is passive immunization in 
diphtheria an encouragement to expose oneself 
to diphtheria. 

The measure which will ultimately have the 
greatest effect on the diminution of the vene- 
real diseases is the education of the public. Sex 
education of the young is probably most import- 
ant and requires the utmost care. The various 
methods of spreading information have been 
the subjects for many exhaustive articles in the 
literature, and will not be considered in detail 
here. Health departments should also keep 
physicians fully informed as to the new relia- 
ble procedures in treatment methods by distrib- 
uting reprints as well as by sending represen- 
tatives to the society meetings. Lectures with 
lantern slides and films, and pamphlets also 
have their field of usefulness in a general edu- 
cational campaign. The health department may 
also spread information through employers, 
through schools, through clubs, through the 
ministry, and by encouraging certificates of 
family physicians (of the bride) before mar- 
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riace. In New York a statement has been in- 
cor »vrated in the Domestic Relations Act warn- 
ine  pplieants for a marriage license of the 
necessity for making certain that they are not 
infected with a venereal disease. Education of 
the publie will not merely help individuals to 
help themselves, but it will cause many of them 


to array themselves among the members of the} 


community who are active in influencing public 
opinion, and in obtaining needed legislation, 
and in negating the influence of charlatans. 


(To be continued) 
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Yue Probable Stimulation in the Rate of 
Growth of a Cancer of the Bladder by Deep 
X-ray Therapy’. Martin states that he has 
never seen a cure of cancer of the bladder by 
deep X-ray treatment, in spite of the fact that 
several apparent cures in France were reported, 
and he discusses in this paper a case in which 
it appeared that the growth of the cancer was 
stimulated by X-ray treatment. 

At the time of the first examination a cancer 
about the size of a dime was found in the fundus 
of the bladder, the patient having had intermit- 
tent hematuria and dysuria for about four 
mouths. Operation was advised but refused, 
and the patient was treated by an experienced 
radiologist. At first there was some apparent 
improvement, then the bladder symptoms be- 
came much more pronounced and a cystotomy 
became necessary. Death oceurred at the end of 
a year. At autopsy an extremely malignant 
type of carcinoma was found. 

Ile considers that the growth, at the time of 
the first examination, was very favorable for 
operation and that it is unusual for this type 
of tumor to cause death so quickly. 


It. C. Bumpus, Jr.*, at the Mayo Clinie ad- 
vices frequent re-examination of patients treat- 
et for tumors of the bladder, because of high 
incidence of reeurrence. 

lie does not believe that radium alone is 
successful in malignaney of the bladder, espe- 
«ily when other methods of treatment can be 

‘(iam is most useful in association with ful- 
“ation or operation, but radium treatment 
owed by operation gives poor results. If 
'+ 1m has been applied to malignant growths, 
'\ ‘reatment should not be changed later to 

‘mors of a low degree of malignancy that 
) extensive to fulgurate or excise, are best 
with cautery. 

_ iterization is not applicable to tumors of 
hor degrees of malignancy; these should be 
t. ‘ed by exeision or resection. The most im- 
) int faetor determining the final results of 
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any type of treatment is the degree of malig- 
naney of the tumor. 


A. L. Dean, Jr.*, in a paper on the Treatment 
of Teratoid Tumors of the Testis with Radium 
and the X-ray gives ‘the following conclusions: 

1. Teratoma testis is a disease associated 
with a high mortality. In the majority of cases 
inoperable metastases occur relatively early. 

2. Because the differential diagnosis is dif- 
ficult, all intrascrotal swellings must be care- 
fully examined with the possibility of malig- 
nancy in mind. Serological and roentgenologi- 
eal data are frequently of value. 

3. A favorable prognosis depends upon 
prompt as well as efficient treatment. 

4. Simple orchidectomy alone usually does 
not give permanent relief. 

5. Pre-operative irradiation of the primary 
tumor is most essential. Microscopie evidence 
demonstrates that the growth properties of the 
malignant cell may be destroyed. In cases given 
such preliminary treatment the mortality was 
25 per cent lower than in those not given such 
treatment. 

6. With adequate X-ray facilities at hand, 
the radical dissection of the lumbar and pelvic 
lymphatics seems to be an unnecessary surgical 
procedure. 

7. The high-voltage X-ray has been found to 
possess certain advantages over the radium 
pack, and no disadvantages have been noted in 
its use. 

8. Of seven patients with operable tumors 
who were treated, five (71 per cent) are living 
and apparently free from the disease. Of forty- 
nine patients who were first seen with inoper- 
able metastases, ten (20 per cent) are now free 
from signs of the disease. External irradiation 
alone was used in this group of cases. 

9. While the number of so-called five-year 
eures so far obtained has not been large, the 
fact that practically every patient was bene- 
fited to an appreciable degree suggests that 
when the technique and management become 
more nearly perfect the results will demonstrate 
more clearly the efficacy of physical agents in 
the treatment of teratoid tumors of the testis. 
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B. S. Barringer* classifies carcinoma of the 
bladder into two groups: cases of papillary 
carcinoma and cases of infiltrating carcinoma. 
These groups inelude all cases in which the 
tumor was removed intravesically up to June, 
3919, when suprapubic implantation was begun, 
and eases in which it was removed intravesi- 
eally or suprapubically since June, 1919. 

Of twenty-three cases of papillary carcinoma 
of the bladder, the carcinoma was removed in 
fifteen. In six the result has not vet been ceter- 
mined. One patient is dead and anojlher 1s 
dying. 

Of sixty-one patients who had an infiltrating 
carcinoma, eighteen are well and thirty are dead 
or dying. The result is undetermined in thir- 
teen cases. 

A large majority of both papillary and infil- 
trating carcinomata have involved the trigone 
and the neck of the bladder. Of fifteen cases 
of papillary carcinoma the tumor was removed 
intravesically in twelve and suprapupically in 
three. Of eighteen eases of infiltrating earei- 
noma the tumor was removed intravesically in 
six and suprapubically in twelve. 

The operative mortality of the suprapubic 
implantation of radium in infiltrating carei- 
noma is less than 2 per cent. 


TI. Oliveerona® diseusses the So-Called Urae- 
mia Following Prostatectomy. He believes that 
in deaths coming within forty-eight hours fol- 
lowing the operation the diagnosis of uraemia 
is erroneous because a true uraemia does not 
eause death until after several days. The diag- 
nosis of nraemia in eases of prostatectomy is 
usually founded on the presence of oliguria or 
anuria, but the suppression of urinary secre- 
tion may be due to cireulatory disturbances, 


Ile reports two eases of anuria following 
prostatectomy. In both the clinical course is 
very similar. Immediately following the oper- 
ation the patient’s condition remained good for 
several hours, but on the second day there was 
a rapid pulse with cyanosis, coldness of the 
skin and oliguria. Finally there was complete 
suppression of urinary secretion. The first pa 
tient died at the end of thirty-six hours. The 
second patient was transfused and following 
the transfusion 300 ¢.em. of urine was secreted 
in four hours. The amount of bleeding in both 
cases was only moderate. 


He believes that the cause of death in such 
cases is shock by tissue injury, loss of blood, and 
possible infection and that the treatment in all 


of these so-called uraemia eases should be trans- 
fusion. 


N. F. Ockerblad® discusses the Practical Ap- 
plication of the Creatinin Renal Function Test, 
and believes that it is a more definite test than 
the phenolsulphonephthalein test and has adop- 
ted the following procedure: 


The patient is prepared for cystoscopy in the 
usual way after having been given from 1,500 to 
2,000 ¢.em. of fluid about half an hour previous. 
Urethra catheters are then introduced and when 
the flow is established the time is noted and 
collection is made for exactly ten minutes. The 
tubes containing the urine are then marked 
‘*fasting ten minutes.’’ After the removal of 
the tubes 0.25 gem. of creatinin in 5 ¢.em, of 
buffer solution, mixed with 1 ¢.em. of phenol- 
sulphonephthalein, is injected intravenously. 
At the completion of the injection, the exact 
time is noted, the tubes are replaced under the 
catheters and collection of urine is made for 
another ten minutes and as many ten minute 
collections as desired is made. 

Hlis experience shows that one fasting ten- 
minute collection and one ten-minute collection 
period are sufficient to give information of 
great value. 

The advantages of this method are summar- 
ized as follows: 

1. The complete elimination of the substance 
without chemical change by the kidneys. 

2. The early appearance of creatinin in the 
urine following its intravenous administration. 

3. The rapid exeretion of ereatinin, which 
necessitates observation for only a short time. 

4. The brillianey of color which is imparted 
to the urine when it is prepared for estimation 
by the method of Folin. Blood does not inter- 
fere. 

5. The facility with which ecreatinin lends 
itself to colorimetric methods, making accurate 
estimation possible. 

6. The simplicity of the technique for quan- 
titative estimation. 

The non-toxicity of ereatinin. 


8. The non-irritating nature of creatinin 
locally. 
9. The extreme smallness of the dose re- 


aquired and the assurance this gives that no 
extra strain will be placed upon the kidneys 
during the test. 

Creatinin is a normal constituent of the 
blood and an end-product of catabolism. So 
far as is known, it is neither destroyed nor 
stored up by any organ. The creatinin test is 
intended to supplement the phenolsulphoneph 
thalein test. 


F’. G. Bell’, in the British Journal of Surgery, 
discusses the teratoid group of tumors of the 
testicle and states that the majority of testicular 
tumors belong to this group and that the term 
“‘teratoma’’ should be used only in the high 
complexed types displaying struetures which 
ean reasonably be interpreted as a successful 
attempt on the part of the tumor to produce 
adult or fully formed structure or organs such 
as the alimentary tract, the bones, the kidneys, 
the breasts and spinal cords. He applies the 
term ‘‘teratoid’’ to the common, less complex 
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types in whieh the activities of the tumor are 
abortive and produce only a mixture of tissues. 


J. kK. Hollaway and W. H. VonLackum* be- 
lieve that the prostate gland is infected in a 
large percentage of males with no previous his- 
tory of gonorrhea. The infection is frequently 
responsible for numerous local and general 
symptoms and also for conditions classified as 
of focal origin. Prostatitis is latent and can be 
diagnosed only after repeated examination of 
the prostatie fluid. Systematic treatment of 
prostatitis and vesiculitis, consisting of the usual 
eourse of treatment, vigorously and systematic- 
ally carried out, is in most instances followed 
by definite improvement. 


L. P. Player® discusses the prostate and its 
influence on low back pain and in his summary 
states that pain in the back, until recently, was 
attributed in most eases to statie conditions and 
nerve involvement in certain cases of arthritis. 

Rosenow and his followers have shown that 
bacteria from foei of infection have a selective 
action and that the different types produce ar- 
thritis, synovitis, myalgia, and myositis. That 
eradication of foeal infection in the prostate and 
seminal vesicles as well as in the tonsils, teeth, 
ete., Jater cure these troubles. 

In prostatitis there are organisms analogous 
to those found by Rosenow in other foci. 


lle emphasizes the faet that it is necessary to 
massage the prostate and strip the vesicles from 
one to four times on consecutive days. 


S. G. Jones’® reports a new method of search- 
ing for tuberele bacilli in the urine. It is a 
modification of the dilution method. The tech- 
nique is as follows: 

The urine is obtained by eatheter from the 
badder or kidney. A tube of urine is centri- 
fugalized at a low speed for two or three 
minutes to remove the bulk of the pus and 
detritus. The supernatant cloudy fluid, contain- 
ing a few pus cells and bacilli, is poured off, one- 
half is discarded, and the remaining half is 
pourcd into a second centrifuge tube. To the 
half-tilled tube, one-quarter volume of 95 per 
cent alcohol and one-quarter volume of distilled 
Wa'er are added. This mixture is then centri- 
fugulized at the highest speed for forty-five 


minutes until is elear, the supernatant fluid is 
discarded, and a smear is made from the sedi- 
niet) obtained with a flamed wire loop. The 


str is allowed to dry and is then fixed by be- 
Inv vassed rapidly two or three times through 
a lsnsen flame, 


1° centrifuge must be an electrically driven 


hiv need machine. When earrying a load of 
fo» subes, it should make from 2,000 to 2,100 
re ‘tons per minute, this producing a force 


Lt that of gravity. 
Ziehl-Neelson stain is employed. 


M. Negro", Pyelography in Renal Tubereu- 
losis. Surgeons of note have expressed conflict- 
ing views regarding the value of pyelography 
in the diagnosis of renal tuberculosis. The 
author’s conclusions on the subject are based 
on fourteen cases. 


In the early cases in which the lesions con- 
sist of discrete tubercles in the parenchyma or 
pelvis, a pyelogram is negative in all respects. 

It is essentially negative also in the so-called 
closed cases, although the parenchyma of the 
kidney may contain large abscesses and the 
pelvis and ureter may be considerably dilated. 
In these cases the papillae retain their normal 
outline and there is nothing pathognomonic of 
tuberculosis in the changes in the renal pelvis 
and the ureter. 


The changes revealed by the pyelogram in tu- 
bereulous pyelitis are of only relative signifi- 
eanee. In hydronephrosis the shadow shows dis- 
tinet regular borders, but in some instances a 
faulty mixture of the opaque solution and the 
urine may be confusing. There is little to dis- 
tinguish the picture from that of pyonephrosis. 

In cases with uleer and easeation, the ureter is 
straightened and dilated and the pelvis shows 
dilatation ani the outline of a segment of eauli- 
flower, but an aceurate estimate of the extent 
of the disease is often impossible. Cavities 
filled with thick pus are not seen. Simple 
hydronephrosis, pyonephrosis, and stone may 
produce a similar picture. Therefore pyelog- 
rahy in these conditions is of only relative 
value. 

In view of the difficulties and limitations of 
the method and the relative precision of other 
means of exploration, the author is inclined to 
agree with Marion that in renal tubereulosis 
pyelography is of little aid. 


Eisendrath, Katz, and Glasser’*, in a series of 
ninety-one eases studied by pyelograms to de- 
termine the frequency and cause of regurgita- 
tion of the bladder contents into the ureters 
and renal pelvis, find the condition was present 
in five eases. There were three cases of non- 
obstructive bladder and prostatie lesions and 
two cases of renal ureteral lesions before opera- 
tion. In twelve cases of bladder neck obstruc- 
tion not operated upon, it was absent, although 
this is the type of ease in which it could reasona- 
bly be expected to occur. 

Their conclusions are as follows: Bladder re- 
flux may be congenital or acquired. That it is 
not a permanent affection was shown by a 
ease of atony of the bladder due to spinal 
syphilis in which it ceased after proper and 
general treatment. 

They believe that bladder reflux plays an im- 
portant part in carrying the infection from the 
lower to the upper urinary tract. The condi- 
tion may lead to an erroneous diagnosis of 
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bilateral renal tuberculosis because it is a fre- 
quent complication of that disease. Acute and 
chronic cystitis prevent proper closure of the 
orifice on either one side or both and are im- 
portant factors concerning bladder reflux. 


Considerable difference of opinion still exists 
as to why the mechanism at the ureterovesical 
juncture, which normally opposes the reflux of 
the bladder contents, should fail to function. 
There are three theories advanced to explain 
this: First, a hypertonic vesical musculature 
forces the uretheral orifices open. Second, a con- 
genital insufficiency. Third, the proper closure 
of the orifices is prevented in the wall of the 
lowermost portion of the ureter from lack of 
innervation or disease. They believe that all 
three may be determining factors in certain 
number of cases, or that each one alone may be 
sufficient cause for the reflux. 


Gayet and Cibert’®. These authors call atten- 
tion to the work of Legueu, and also reports of 
diverticula of the bladder in recent literature 
and a review of twenty-two cases of their own. 

From their study it would seem that the rela- 
tive frequency of congenital and aequired diver- 
ticula has been reversed: the acquired type, 
they believe, being the more common. In seven- 
teen of the authors’ twenty-two cases the cause 
is apparently obstruction. In the others, the 
diverticulum was probably congenital. In one 
of the latter, in which there were two diver- 
ticula, the kidney, ureter, seminal vesicle, and 
vas deferens were missing on the side of the 
diverticula. 


The congenital type occurs most commonly in 
an area just above and to the outside of the 
ureter where, in embryonic life, the mesonephrie 
duct enters the cloaca. The condition is difficult 
to treat. 


Four of the authors’ patients were treated 
by lavage of the cavity without operation, three 
died. In three cases of diverticulum due to 
stricture, dilatation and lavage were followed 
by recovery. Of the three patients treated by 
cystostomy, two survived. Six treated by 
prostatectomy, four recovered. One case was 
treated by Young’s method and three of four 
resections by the standard operations were sue- 
cessful. 

The uninfected congenital type is ideal for 
radical treatment. Those, however, that are 
complicated by pathological changes are diffi- 
cult. They believe, however, that radical treat- 
ment should be used whenever possible. 


Beer" reports an interesting ease of a man 
who had previously been operated upon by an- 
other surgeon for prostatic adenoma and blad- 
der stone. Following the operation, however, 
symptoms recurred. X-ray and _ cystogram, 
taken by Beer, showed a dumb-bell caleulus, 
one portion of which was intravesical and the 


other in a divértieulum. Evidently at the first 
operation the prostate and the intravesical por- 
tion of the caleulus had been removed, but the 
latter re-formed. His treatment consisted of 
treating the neck of the diverticulum and re. 
moving the stone, followed by excision and ob- 
literation of the diverticulum. 


Negro and Blanc’ discuss thirteen cases of 
diverticulum of the bladder together with the 
X-ray findings. 

Most bladder diverticula, acecording to these 
authors, are silent and are discovered only at 
cystoscopy or at operation for a supposedly dif- 
ferent urinary condition. 

In three of their cases, the condition was 
noted in patients under forty years of age. Only 
two of the series were women. 

In seven cases the diverticulum was para- 
urethral. In three, it was in the superior later- 
al wall. Two at the base of the bladder. One 
on the superior wall. In either the diverticula 
were single. The largest was the size of a large 
orange. Some communicated with the bladder 
freely and were sessile, while others communi- 
cated with it by only a narrow channel. In 
one case there was hematuria. In one the con- 
dition was associated with pyuria and a sub- 
umbilical tumor. Two of their cases contained 
stones. 

The operative treatment indicated depends 
on the situation of the diverticulum. 

In a diverticulum at the top of the bladder, 
they advise resection down to the bladder wal! 
and drainage of the bladder. 

For a diverticulum at the base of the bladder, 
the section through the neck of the diverticulum 
down to the neck of the bladder and the estab- 
lishment of the largest possible opening be- 
tween the bladder and the diverticulum. 

For a diverticulum on the lateral wall, the 
dissection of the lateral wall of the bladder "1p 
to the edge of the diverticulum and _ resection 
at this point. 


Day and Martin’ state that, as a rule, two 
etiological factors are operative in diverticula 
of the bladder: (1) embryological defects in the 
bladder (weakened spots), and (2) obstruction 
(usually at the bladder neck). The modifying 
factors include situation (especially in relation 
to drainage), the size of the orifice, the size of 
the sae itself, the number of the sacs, the pre=- 
ence and type of infection in various parts of 
the urinary tract, focal infections, the nature 
and extent of the obstruction, secondary in- 
flammatory changes in. and around the diver- 
ticulum, caleulus formation, and earecinoma. 

In from 75 to 80 per cent of the cases the 
orifice is located near the ureteral opening and 
as obstruction of the bladder neck progresses, 
the gradual increase in the size of the diverticu- 
lar sae may be observed in cystograms. When 
the orifice is very small the patient suffers in- 
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tense’ om infeetion and inflammation. Tn 
these. types the walls are essentially 
fibro every ease with a diverticulum of 
consi » size opening near the ureteral ori- 
fice a well-developed prostatism the sac is 
rigidly . herent and may extend to the sub- 
pubic |i ‘nent subtrigonally. There is usually 
poor dr inage with stasis, infection, and occa- 
sionaly caleulus formation, especially in the 
presen’ of urea-splitting organisms, such as 
strepfocovei, staphyloeoeci, or bacillus proteus. 
whieh render the urine ammoniacal. Haema- 
turia is probably due to an abrasion or tear 
around the fibrotic orifice incident to spasm of 


the muscultature peripheral to the neck. [n 
advanced eases drainage ean occur only by 
gravity and intra-abdominal and peridiverticu- 
lar pressure, 

The relatively rare forms that require excision 
are: (1) the hour-glass bladder, and (2) the 
large singular diverticula at or near the dome 
or on the lateral aspeet high up near the ver- 
tex, with the wall composed grossly of all of the 
coats; this ‘museular wall is merged into a semi- 
fibrous ring surrounding the. orifice. Cystog- 
raphy is apt to mislead as to the degree of re- 
tension that may occur even with dependent 
drainage. 

In cases of diverticula of the anterosuperior 
dome with thick muscular coats the orifice is a 
most important faetor. The position of the open- 
ing tends to favor drainage, but when an in- 
flammatory exudate oceurs, the bladder irritabili- 
ty and intolerance of distention begin, and the 
swollen and contraeted musele at or around the 
neck shuts off communication with the bladder. 
This seems to be a very late oeceurrence, but pro- 
gresses rapidly when it once reaches a certain 
stage. On the other hand, the posterior diver- 


ticula are not capable of true contraction, but 
simply collapse; intra-abdominal pressure may 
partially empty them. 

A rarer but important type is the small 


fibrous diverticulum which is usually situated 
Just above and very elose to the ureteral orifice. 


Two CAaSes of this type showed hydronephrosis 
Which) could not be aeeounted for in any other 
Way. 

‘ollowing eonelusions are drawn: 


1. Nearly every diverticulum with marked 


clin vinptoms is associated with prostatism, 
eit spertrophy or contracture of the neck 
Rarely, the symptoms may be 
eal) ureteral obstruction. 

rcleal relief of the obstruction is neces- 
Sar every case. 
x ssion of the diverticulum is indicated 
in » of well-developed saes of moderate or 
lar: . if drainage is poor. 

.\dvanced degenerative changes in the 
eal 


scular system and kidneys may render 


excision of the sae itself inadvisable unless the 
cystitis is intolerable. 


Hinman and Hepler’ discuss Experimental 
Ilydronephrosis: The Effect of Changes in 
Blood Pressure and Blood Flow on Its Rate of 
Development. Splanchnotomy: Increased In- 
trarenal Blood Pressure and Flow; Diuresis. 

In the experiments reported the left ureter 
of rabbits was divided between ligatures about 
4 cm. below the renal pelvis and in one group 
of animals the splanchnies were radically di- 
vided at the same time. The animals were then 
viven a regular allowance of food and water and 
were killed at varying intervals up to ninety 
days after the operation. To determine the 
gross changes in the kidney, stereoscopic roent- 
cenograms were made after the intra-arterial 
injection of barium sulphate, and the capacity 
of the renal pelvis was measured. The kidneys 
were then sectioned and studied further. The 
findings are summarized as follows: 


1. Complete obstruction of a ureter in rab- 
bits was followed by the progressive develop- 
ment of hydronephrosis. The degree of hydro- 
nephrotic atrophy was proportional to the dura- 
tion of the obstruction. 

2. Unilateral splanchnotomy caused a diure- 
sis on the side operated upon as the result of 
intrarenal vasodilatation with an increase in the 
flow of blood through the kidney. This diuresis 
persisted for long periods. 


3. The performance of unilateral splanch- 
notomy after complete ligation of the ureter had 
no influence upon the rate of development of 
the hydronephrosis. 


Hinman and Hepler'® discuss Experimental] 
Hydronephrosis: The Effect of Changes in 
Blood Pressure and in Blood Flow on Its Rate 
of Development. 


This article gives the results noted in a see- 
ond series of experiments by the authors. Ina 
previous publication they reported the results 
of unilateral splanchnotomy which produces an 
inerease in the blood flow and intrarenal blood 
pressure. The rate of urinary secretion result- 
ing from this procedure with complete ureteral 
obstruction influences the rate of development 
of hydronephrosis very little, if at all. In 
studies reported in this article the authors em- 
ployed partial compression of the renal artery, 
which diminishes the blood flow and intrarenal 
blood pressure and thereby reduces the amount 
of urine secreted. These and the previous stud- 
ies of the effect of splanchnotomy indicate that 
undue importance has been given to urinary 
back-pressure as a factor determining the de- 
gree of hydronephrosis developing after ure- 
teral obstruction. Other experimenters have 
shown that partial compression of -the renal 
artery produces a diminution in urinary secre- 
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tion due to cellular anaemia and a decrease in 
the blood flow and blood pressure. 

The authors’ experiments were performed 
upon dogs. Through a loin incision the kidney 
was exposed, the ureter was divided between 
ligatures, and the renal artery was isolated and 
then compressed by a special technique. The 
dogs were killed seven, fourteen, twenty-one, 
twenty-eight, and fifty-six days after the opera- 
tion. In each instance the kidney was found 
enlarged, and in the later periods the enlarge- 
ment was marked. The venous collaterals were 
greatly dilated. The rate of hydronephrotie 
atrophy and dilatation was constant and pro- 
gressive throughout the series. 

On histological examination of the kidney few 
atrophie glomeruli were found, fibrosis and con- 
nective tissue substitution predominating. 

The conclusions drawn from these experi- 
ments are that back-pressure and pressure 
atrophy are of less importance than a nutri- 
tional factor. The more rapid parenchymal 
degeneration that results from arterial compres- 
sion weakens the resistance and accelerates dila- 
tation in spite of diminution and back-pressure. 


Hager and Magath’® diseuss The Etiology of 
Incrusted Cystitis with Alkaline Urine. 

From their study and experiments, Hager 
and Magath eonclude that the inorganic salts 
which are deposited in the mucous membrane in 
eases of inerusted cystitis with alkaline urine 
are due to a secondary invader, a gram-negative 
bacillus, which in its growth liberates an enzyme, 
a urease capable of converting urea into am- 
monia and thereby rendering the urine alkaline. 
The resulting alkalinity precipitates the eal- 
cium, magnesium, and ammonium salts. The 
authors believe that the process may be suner- 
imposed on any type of bladder lesion. The 
initia! lesion may be produeed by some process 
which has not been investigated, but probably 
is often formed from a focus of infection, as 
Rosenow, Meisser, and Bumpus have demon- 
strated. Perez’ bacillus, which is credited with 
producing erusts and a foul odor in the nose, 
also has the ability to convert urea into am- 
monia. 

Sinee encrusted evstitis is far more common 
in women than in men, and since the organisms 
of the salmonella group are common inhabitants 
of the intestinal tract, Hager and Magath be- 
lieve it not unlikely that the souree of salmon- 
ella ammoniae is the gastro-intestinal tract and 
that the disease is caused by the implantation 
of this organism on a bladder lesion. This econ- 
clusion appears justified also by the fact that, 
in the eases of women, the history often dates 
from childbirth or catheterization. The authors 
were successful in isolating the organism once 
from a culture of a stool. 


Braasch and Carman*® discuss The Pyelo- 


graphic and Roentgenological Diagnosis 
Renal Tumors. 

In eases of renal tumor simple roentgen- 
ography may reveal; (1) symmetrical enlarge. 
ment of the renal shadow, (2) local projectio: 
of its contour, (3) areas of moderately {))- 
creased density within a renal shadow of norm. 
size and form, (4) partial or complete conceal. 
ment of the renal shadow by the shadow of {\ic 
tumor, or (5) loealized densities due to calcified 
areas in the tumor, or associated calculi. 

The presence of fimbriated streaks of ealci- 
fieation, noted in hypernephroma, is the only 
one of the manifestations mentioned which is 
considered pathognomie of renal tumor. The 
first clue to a renal tumor may be furnished by 
roentgenograms of the chest showing metas- 
tasis. Pyelography easily takes first rank 
among methods of demonstrating changes in 
the pelvic shadow resulting from neoplasms and 
evysts. These changes include: (1) elongation 
of one or more calyces or of the true pelvis; (2) 
shortening of the calvees; (3) encroachment on 
the pelvie lumen causing flattening of the pelvic 
contour, narrowing of individual calyces, ob- 
literation of one or more ecalyces or obliteration 
of the true pelvis; (4) broadening of the eal- 
yees; (5) pyelectasis; (6) displacement of the 
pelvis; and (7) deformity of the uretero-pelvic 
juncture. 

In the differential diagnosis thorough famil- 
iarity with the normal pyelogram and its va- 
riations is essential. It is possible to distinguish 
the different types of tumor. In eases of hyper- 
nephroma, which is possibly more common in 
the upper calveces. the ecalyees are deformed 
rather than the true pelvis and the primary 
roentgenogram may reveal calcified miliary 
streaks. The clinical triad of pain, palpable 
tumor, and haematuria is classic. In cases of 
eareinoma the pelvis is likely to be irregularly 
enlarged by sloughing of tissues, and the elini- 
eal triad is not marked. A short history and 
marked deformity of the pelvis suggest adeno- 
carcinoma. In eases of polveystie kidney, ab- 
normalities of the pyelogram are less constant 
and elongation of the calyees is infrequent and 
likely to he associated with widening of the 
calyx. Solitary eysts may cause shortening of 
the adjacent ecalyees and flattening of the near- 
est portion of the true pelvis. The weight of a 
evst at either pole may change the axis of the 
kidney. 

Benign neoplasms are rare and have no 
marks of distinction from other renal tumors. 
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PRACTICE OF ANY BRANCH OF MEDI- 
CINE BY OTHER THAN LICENSED 
PHYSICIANS OPPOSED BY MEDICAL 
WEEK 


Tur New York Medical Week, official organ 
of the Medieal Society of the County of New 
York, in discussing a legislative act proposed 
some months ago relative to the proper quali- 
fications of anesthetists, declares editorially that 
the practice of any branch of medicine by other 
than licensed physicians is not only detrimental 
to the advancement of seientifie study but to 
the best interests of the patient as well. The 
bill in question sought to limit the administra- 
tion of anesthesia to licensed practitioners. 

‘It was surprising,’’ says the writer, ‘‘to 
note how many physicians and hospitals were 
opposed to the project.’’ 

‘‘At this time it is almost platitudinous,’’ 
he continues, ‘‘to assert that modern surgery 
owes the tremendous strides that it has made 
largely to the development of anesthesia. Aside 
from the procedures he makes possible, the an- 
esthetist today is the guardian of the general 
physical condition of the patient during sur- 
gery. It is true that in many simple, uncom- 
plicated cases a nurse or other technician is 
capable of giving an anesthetic without harm 
to the patient. Many surgical emergencies are 
unforeseen, however, and it is in such eases that 
the alvisability of having a qualified physician 
to administer the anesthetic is seen. How many 
delicat» cardiae eases owe their successful out- 
come “s much to the skill and watchfulness of 
the anesthetist as the ability of the operator! 

“The chief objection raised against the sug- 
Beste’ 1] was that it would make it very dif- 
ficult |. procure an anesthetist for service emer- 
Zencies ut unusual times. Where a proper anes- 
thesi _ “o's organized, this should be no more 
diffi. to obtain the services of a surgeon 
orm cal man. First of all, the house men 
show! © trained in anesthesia as they are in 
Other s;ecialties—New York Times. 


New Haven, Conn. 


MEDICAL RESERVE OFFICERS ATTEND 
MEDICAL FIELD SERVICE SCHOOL, 
CARLISLE, PA. 


It is the policy of the Surgeon General of the Army 
to take every advantage of the educational facilities 
which the Army affords to familiarize medical mem- 
bers of the Officers Reserve Corps with their pros- 
pective duties in case of war. An innovation this 
year is the course for commanding officers and execu- 
tives of Reserve hospital units to be given at the 
Medical Field Service School, Carlisle; Pa., for the 
15-day period September 12-26. It is announced that 
this instruction will concern itself with such impor- 
tant functions as mobilization, administration, hos- 
pitalization and evacuation. Since the entire Eastern 
section of the country will be represented an excel. 
lent opportunity is presented for mutual contact and 
interchange of views amongst a large number of offi- 
cers. 

Reserve officers attending the course are placed on 
active duty in the grades which they severally hold 
in the Army of the United States. Of course this 
service is entirely voluntary. The healthy state of 
the Medical Reserve Corps in New England is attested 
by the fact that the following named representative 
me'tical men have applied for this course and have 
again donned the olive drab and gone to Carlisle: 

Colonel Thomas J. Burrage, Med-Res., 139 Park 
Street, Portland, Me. 

Colonel William H. Robey, Jr., Med-Res., 202 Com- 
monwealth Avenue, Boston, Mass. 

Colonel David D. Scannell, Med-Res., 489 Walnut 
Avenue, Jamaica Plain, Mass. 


Lieutenant Colonel Miles D. Chisholm, Med-Res., 
9 Conner Avenue, Westfield, Mass. 


Lieutenant Colonel Joseph F. Hawkins, Med-Res., 
197 Waterman Street, Providence, R. I 

Lieutenant Colonel Gaspare E. Lentine, Med-Res., 
31 Waldeck Street, Dorchester, Mass. 


Major Charles L. Judkins, Med-Res., 5 Valley Road, 
Swampscott, Mass. 


Major William D. McFee, Med-Res., 53 White Street, 
Haverhill, Mass. 


Major Edward F. Murray, Med-Res., 57 Pearl Street. 
Burlington, Vt. 

Lieutenant Colonel John F. Hackett, Med-Res., 111 
West Main Street, Waterbury, Conn. 


Lieutenant Colonel Charles H. Holt, Med-Res., 48 
Grove Street, Pawtucket, R. I. 


Lieutenant Colonel James H. Means, Med-Res., 15~ 
Chestnut Street, Boston, Mass. 


Lieutenant Colonel George C. Wilkins, Med-Res., 
814 Elm Street, Manchester, N. H 

Lieutenant Colonel Charles F. Gormly, Med-Res., 
221 Thayer Street, Providence, R. I. 


Major Louis B. Hayden, Med-Res., 79 Court Street, 
Plymouth, Mass. 


Major George A. Maclver, Med-Res., Massachusetts 
General Hospital, Boston, Mass. 

Major Roscoe H. Philbrick, Med-Res., Main Street, 
East Northfield, Mass. 

Major Henry E. Pick, Med-Res., United States Vet- 
erans’ Hospital, Rutland Heights, Mass. 

Major Oliver L. Stringfield, Med-Res., 833 Hope 
Street, Springdale, Conn. 


Major John H. Wyman, Med-Res., 3 Sanford Street, 
Medway, Mass. 

Captain Edmund J. O'Shaughnessy, Med-Res., 29 
Cherry Street, New Canaan, Conn. 

Major Hollis G. Batchelder, Med-Res., 30 Court 
Street, Dedham, Mass. 

Captain Charles H. Dabbs, MA-Res., 1266 Boulevard, 
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CASE 12391 


CARDIAC AND EXTRACARDIAC  RE- 
SULTS OF A RHEUMATIC INFECTION 


MepicaL DEPARTMENT 


A married English-American woman forty 
years old was admitted January 18 for the first 
time complaining of precordial pain, palpita- 
tion, dyspnea, weakness and edema. Her moth- 
er died of paralysis, her father of neuritis and 
senility with fluid about the heart, one brother 
of dropsy and inability to walk, another brother 
of beart disease, an aunt of tuberculosis. Ten 
brothers and sisters died in infancy. One 
brother and one sister had chorea. The pa- 
tient had not been healthy. At six years she 
had pneumonia. From the age of fifteen to 
eighteen she had severe anemia with a greenish 
tinge. and severe eough. After paroxysms of 
coughing she usually found that she had been 
incontinent of urine. She had edema. She 
had been married fifteen vears and had had five 
misearriages and twelve vears ago a tubular 
pregnaney with operation. She oceasionally 
had a mild sensation of dizziness. She had a 
severe attack of influenza during an epidemic. 
She had oceasional sore throat. From time to 
time she had indigestion, particularly after 
eating starchy foods. She oceasionally had 
griping pains in the abdomen. She occasionally 
passed blood-streaked hard stools. At labor she 
usually had hemorrhoids. During the past few 
months she had had ringing in the ears. Upon 
-her arrival in America, four months ago, she 
had diarrhea for a week, with severe pains in 
the stomach. Ten days before admission she 
again had slight diarrhea. A vear before ad- 
mission she had foul vellowish discharge from 
the vagina, elearing up after several months of 
douches with lysoform. At present her eata- 
menia came every three weeks and were ab- 
normally profuse. 

At six vears she had rheumatic fever and at 
thirteen chorea. At the time of her anemia she 
was very dyspneie and had edema. After her 
marriage the anemia was much improved. and 
althoneh she led a verv strenuons life she had 
no more trouble with dyspnea until four years 
ago. Then she awoke in the night with a smoth- 


ering sensation, gasping for breath. [si 
months after this she began to have occasioy >| 
severe headaches accompanied by poor vision 
and spots before her eyes. These continued for 
six months. Then she had another severe nicht 
attack of dyspnea with a loud rattle in her 
throat. She could breathe in but had great 
difficulty in expiration. At the same time she 
had marked weakness of the right arm and ‘he 
right side of the face. She could not speak or 
write. Her speech returned in five hours and 
the full strength of the arm in fourteen hovrs. 
After this she was up and about the house, but 
was dyspneie on exertion and had to sleep al- 
most sitting up in bed. Her abdomen became 
greatly enlarged. After three weeks in a hos- 
pital in Vienna she felt like a new person. The 
edema had disappeared and she could sleep flat. 
For three or four vears she had had palpitation 
at times. The January before admission she 
had severe pains in the lower abdomen, profuse 
leucorrhea, and much vomiting due she thought 
to digitalis. She was given electrical treatment 
which caused vaginal bleeding for two months. 
She then had dyspnea and edema, for which she 
entered a hospital again. She left in April 
greatly improved. Five months before admis- 
sion she began to have attacks of sharp pain in 
hoth sides of the chest posteriorly, worse on 
breathing. the last attack five weeks before ad- 
mission. She was then very well until she came 
to America in September, four months before 
admission. From three months until one month 
ago she urinated onee at night and had marked 
burning and diffieulty in starting the stream. 
She was kept in hed a week and had no more 
trouble until the middle of December, when her 
ahdomen began to enlarge gradually. Decem- 
ber 23 she again hecame dyspneie and had some 
edema of the feet. A week before admission 
she heeame very dyspneie and had to stay 
propned up all the time. She had pain about 
the chest. burning of the back and edema of the 
abdomen and neck. She had been under medi- 
eal care but had not taken her own digitalis for 
a week. During the four years of her illness 
she had gained weight. 

Examination shows a well nourished woman 
sittine nropped un in bed, dvspneiec, with the 
mitral facies. Carions teeth. Pyorrhea. Throa' 
slightly reddened. Lung signs as shown in tlie 
diagram. Apex impulse of the heart felt 1! 
centimeters from midline in the sixth interspa:: 
eoinciding with left horder of dullness, 3 centi- 
meters outside midelavieular line. Supracar. 
diae dullness 7 centimeters. right border co! 
dullness 4 centimeters at the cardial hepatic 
angle, the only place where it was made ou! 
Action absolutely irregular, rate 130 at apex. 
100 at wrist. Occasional periods of very rapi' 
rate, 180 or more. At these times the rhythm 
seemed more regular. A harsh systolie murmu” 
at the apex, transmitted to the axilla. Thir’ 


| 


CABOT CASE RECORDS 


681 


sound. | distinetly to the left of the sternal | 
border ve fourth and fifth space. No dias- 
tolic 1 out definitely. Pulmonie second 
soun:| ‘ly accentuated and reduplicated. 
Mitra! i sound aecentuated, mitral second 
redup! od. Blood pressure 140/80—150/85 
- Electrocardiogram: auricular fibril- 
lation. 70—90, low Ty wave, slight wid- 
ening Abdomen; dullness, voluntary 
spasm, uderness below the costal margin. 
Liver « ce not felt. Pigmented sears on legs. 
Left pu)! reaeted sluggishly, right not at all. 
Corneal scars. Knee jerks and ankle jerks 
normal. 


Under digitalis and morphia the heart rate 
dropped to normal by the night of January 19. 
At the apex there was a definite late diastolic 
murmur. There was fluid at the right base; not 
enough to justify tapping. The liver was 
thought to be down almost to the umbilicus, but 
the edge could not be definitely felt. The next 
day she was still more comfortable. The morn- 
ing of the 21st however she had an attack of 
rapid heart action after which she looked much 
worse. By the 23rd she was well digitalized. 
The signs at the right base had cleared up con- 
siderably. 

January 27 there was flowing again. Pelvic 


Urine cloudy at two of seven examinations, 
specific gravity 1.027 to 1.018, a trace to a very 
slight trace of albumin at five examinations, leu- 
cocytes at all, including two catheter specimens, 
one of which showed an occasional red cell and 
granular casts. Another specimen was loaded 
with red cells, and two others showed 4-40 reds 
per high power field. Amount of urine normal! 
except for one diuresis, 76 ounces, February 11. 
Renal function 25-30 per cent. Blood: leuco- 
eytes 7.200 to 16,000, polynuclears 72 per cent., 
reds 4,200,000, smear normal. Two Wasser- 
manns negative. Non-protein nitrogen 35 milli- 
gratis. 

X-rays: Marked inerease in shadows of both 
lungs. Outline of the diaphragm indistinct on 
both sides, particularly on the right. Definite 
Increase in size of heart shadow, with increased 
prominence in the region of the left auricle and 
the pulmonary artery. . . Retained tooth frag- 
ments «11 an area of absorption in lower molar 
regions. Sinuses appeared negative. .. Anterior 
surface of the tibiae very irregular. ‘Some 


thicke:'»” of the cortex, with narrowing of the 
medu!!) canal. 


Cor ation, syphilologist: ‘‘The history is 
stron -tiggestive of lues. The tibiae are 
roug | ve elinieal signs plus the X-ray make 
a p diagnosis plausible. Mereury in 
guar is the best treatment.’’ 

“ature at entrance 99.9°, afterwards 
97 4° until the attack of tonsillitis in 
Feb when it ranged from 98.4° to 103.4°. 
Apes se 120 to 58, pulse deficit 30 to 3. Res- 
pira ' entrance 40, afterwards 15 to 29. 


examination showed a large, eroded and freely 
movable cervix. The fundus was indistinctly 
felt two or three inches above the symphysis. 
She gave a history of profuse flowing with clots 
every two or three weeks for four months, and 
similar trouble for two months the year before. 
A surgical consultant found no marked enlarge- 
ment or deformity of the uterus. X-ray treat- 
ment was given. 

February 4+ she was suddenly seized with se- 
vere pain in the right’ ecostovertebral angle 
radiating to the right lower quadrant and sym- 
physis, accompanied by some vomiting. Exam- 
ination of the abdomen was negative. There 
was however some costovertebral tenderness on 
the right. Examination of a voided specimen of 
urine showed occasional red blood cells and a 
few leucocytes. The heart rate was 66. Two 
injections of morphia gr. 1/6 were necessary to 
give relief, and even then she did not go to 
sleep. She was not free from pain until the 
night of February 6. X-ray of the genito-urin- 
ary tract showed no shadows which could be 
interpreted as stone. The kidney outlines were 
not visible. 

February 7 she had acute follicular tonsillitis. 
Two throat cultures were negative for diph- 
theria bacilli and showed streptococci. Febru- 
ary 11 she had considerable abdominal pain 
probably due to distension. February 16 the 


acute symptoms had cleared up and she was 
more comfortable. At the time of her discharge, 
February 21, she was quite comfortable, and 
had no fluid in the chest, extremities or abdo- 
men. The heart rate was slow. 


Volum 
| 
Z SY sounds, | Moist 
\S VAS ished frenitus. 
= Fine moist rales 
= 
EC, 
Sear. 
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March 12, nineteen days after her discharge, 
she reentered the hospital with an acute upset 
ushered in by a severe chill and vomiting fol- 
lowed by diarrhea and arthritic manifestations. 

Examination on admission showed the right 
knee moderately swollen and tender, contaimng 
some fluid but not red or hot. The heart exam- 
ination was essentially the same as at the first 
admission except for a rate of 40. The chest 
was clear at entrance, but during the stay in 
the hospital she developed at the left hase fine 
and medium erackling rales and slight bronchial 
breathing, and pain in the left shoulder region. 
This was followed by a rub below the right 
scapula, where same fluid appeared later. After 
the knee condition cleared up wrist involvement 
followed. 

At no time during this stay was the leucocyte 
count elevated. The red cell count was 4,200,000 
at admission, 4,500,000 at discharge. A blood 
culture was negative. A right chest tap gave 
45 ce. of blood tinged fluid, specifie gravity 
1.013, cell count before taking 6,480, lympho- 
eytes 88 per cent., polynuclears 6 per cent. The 
urine was essentially negative. 

There were three periods of irregular elevated 
temperature ranging from 103.8° to 99.6°, the 
first corresponding to the pleuritic symptoms, 
the second to the wrist involvement, the third 


corresponding to neither of these complications, 


but apparently acute infection. 

May 2 she was discharged. 

June 2 she entered the hospital for the third 
time. The evening before this readmission 
while vomiting after rapid digitalization her 
face and her right arm became numb. Later 
the arm hung limp and her speech became thick. 
Ifer face and speech cleared up in a few minutes. 
The arm however was still paralyzed when she 
entered the hospital, and she also had rheu- 
matie pains in the joints of the hands and the 
right shoulder. 

Examination showed eyanosis and a sugges- 
tion of early elubbing of the fingers. Otherwise 
it was essentially as before. 

The blood, urine, and a blood eulture were 
negative. Electroeardiogram showed auricular 
fibrillation, ventricular rate 40, diphasie To. 

During this stay she had tonsillectomy under 
ether at the Eye and Ear Infirmary and went 
through the operation remarkably well. 

July 6 she was discharged to another hospital. 

She apparently was fairlv well after her dis- 
charge until November 1. Then she began to be 
troubled at times with nausea and vomiting and 
was in bed a good deal. Two weeks before her 
fourth admission, January 26, she began to have 
increased dyspnea, orthopnea, swelling of the 
ankles, nausea and vomiting. 

On examination she was eyanotie and very 
dyspneic. The lungs showed dullness and moist 
rales at the left base posteriorly, flatness with 
diminished tactile fremitus and breath sounds 
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at the right base. The heart findings were es. 
sentially as before except that no diastolie mir- 
mur was heard. There were no acute joints. 

The leucocyte count was 8,500 to 15,000, the 
red count 6,100,000 to 5,200,000, the hemoglobin 
50 to 75 per cent. The urine showed the slig!:'- 
est possible trace to a large trace of albumin, 
specific gravity 1.010 to 1.030. Sediment; no 
red cells to many, a few to many leucocytes, no 
casts to occasional hyalin and granular 
(no eatheter specimen). Renal funetion 40 
per cent. Right chest tap 1150 e@.c. of blood 
tinged fluid, specifie gravity 1.008. 

The temperature was only slightly elevated 
at any time during the stay. 

February 26 she was discharged. 

After leaving the hospital she was up and 
about, at first in her room, later going down- 
stairs. March 4 after dinner she felt chilly. 
Suddenly her left side became paralyzed. After 
an injection by a physician she came out of the 
initial stupor and confusion, but soon relapsed 
into coma. 

March 5 she was admitted to the hospital for 
the fifth time. 

Examination showed her unconscious, noisy, 
uttering inarticulate sounds. Left hemiplegia. 
Auricular fibrillation, pulse deficit 90 to 60. A 
few rales at the left base. 

The temperature was 98.6° to 106.3°. The 
apex pulse was 66 to 123, pulse deficit 33 to 5. 
The respirations were 23 to 48. Blood pressure 
158/120. 

The patient remained unconscious. The lungs 
filled with moist rales. Very loud breathing 
was heard below the right clavicle. Mareh 11 
she died. 


Discussion 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


1. This patient has a pretty full assortment 
of cardiac symptoms. 

2. I should say that her father died of heart 
trouble, and the chances are her brother died of 
heart trouble too. 

3. At fifteen it sounds like the old-fashioned 
chlorosis, one of the few diseases which we know 
have died. Ordinarily diseases do not die unless 
we find their cause and root it out, as in the 
case of some of the infections. But chlorosis 
seems to have died. 

4. This incontinence of urine has no speci:'! 
significance, of course. It merely means that 
coughing was severe. 

». We do not know just when she had edem: ; 
probably in her youth. 

6. The blood-streaked stools were presu - 
ably due to hemorrhoids. 

7. In the past history I find very little in t!° 
way of suspicions to carry forward with me. 
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g a well marked rheumatic history 
which «oes us think of mitral valve disease, 
and less «-mmonly of aortic valve disease. 

9 {is is not the usual type of cardiac 
dyspne:. Ordinarily there is just as much 
trouble ve way as the other. This is more the 
type tia. often receives the name of asthma, 
and sor iimes, if there are other cardiac symp- 
toms, o: cardiae asthma. 

10. “ue evidently had a eerebral embolism, 
probal!) coming from the left auricular appen- 
dage, wich is the commonest place for clots. 


She has the disease which ordinarily leads to 
mitral stenosis, and we have good reason to 
guess that that was a cerebral embolism from a 
piece of that elot. 

11. This is a straight cardiac history except 
for one or two things which suggest kidney. 
The headache and cerebral symptoms were a 
little more like kidney than like heart, aside 
from those that go with embolism. 


NOTES ON THE PHYSICAL EXAMINATION 


1. ‘‘Mitral facies’? means a combination of 
eyanosis and pallor. 

2. In the diagram I understand everything 
except the dullness at the top, and that I am 
dubious about. In the front the rales are on the 
same side where we get dullness behind, and 
may be due to tubereulosis, but there is nothing 
else to suggest it. 

3. There is a big heart. It is not obvious 
from these measurements that it is more en- 
larged transversely than downward. It is en- 
larged both ways, as it usually is. They were 
looking hard for a diastolic murmur. 

4. The blood pressure really is of no im- 
portance in a ease like this, because different 
beats are of different sizes. The diastolic does 
not vary much. 

5. The corneal sears suggest the reason the 
pupil does not react. There may be some old 
iritis as well as some conjunctivitis. 

6. These urinary reports all mean normal 
kidneys except for passive congestion and pos- 
sibly an infaret. The blood in a catheter spec- 
imen may be due to an infaret. It is just the 
sort of case when infarets would be expected. 
The non-protein nitrogen is normal. 

ere is a slight anemia. 


‘. ‘The X-ray shows a chest largely water- 
logge We eannot make out the diaphragm. 
There ‘. mueh fluid on the right, less on the 
left. _ ‘tat is the rule: when we have dropsy in 
the c-! it is more on the right. There is more 
dens in the upper lung fields, but the apices 
are « oy. That is important beeause we have 
a siis; on of a tubereulous process. But there 
Is norhiog here, 

Iler ‘sq seven-foot plate of the heart. The 
hear’ ‘cow is strikingly wide across the re- 
the auricles, nearly nine centimeters, 


‘)ports the guess already made of a 


of syphilis. 
relation to pyogenic foci. 


‘ater had chorea. 


mitral disease. The total width of the heart is 
certainly increased, both to right and left, 


The findings in the tibiae make us suspicious 
The other plates were taken in 


9. This is often the history,—that when the 


heart is going fast we cannot hear much of any- 
thing. We get it slowed down with digitalis 
and rest and then the murmurs come out. 

10. X-ray treatment was given for the uter- 
ine hemorrhage. It is good treatment, and very 
effective in many cases. 

11. Under these conditions the attack of Feb- 
Sudden 


ruary 4 might well be a renal infarct. 
pain anywhere in that region suggests it. 


12. Every now and then a person in a ward 
where there is no opportunity for infection, 
with rheumatism sometimes, with heart disease 
sometimes, begins to have tonsillitis. 
me feel that tonsillitis and rheumatism do not 
cause heart disease, but that they are all of 
them branches off the same trunk, the results of 


the same eause. 


In her first entry we carried her through an 
attack of broken compensation, presumably with 
an acute infection, and then she was discharged. 

At the second entry she has rheumatism, 
which she had not had before since she was a 


child. 


13. A Prrysician: How do you explain that 


drop in the heart rate? : 
Dr. Casor: 


pose any lesion in the bundle of His. 


14. It is this recurrence of the acute cause 
that makes us have a bad prognosis in heart 
eases. Thev get along well enough so far as 
the mechanical eondition of the valve is con- 
But 
this reeurrence means inerease in the condition 


eerned, if they do not have a recurrence. 


on the valve lesion and bad prognosis, usually. 


She was discharged probably to a chronic hos- 


pital, because she could not be kept here. 


At her third admission there were, as before, 


more findings on the right than on the left. 


15. The final blood pressure was due presum- 
Increased pressure in the 


ablv to the infarct. 
brain will give it. 


DIFFERENTIAL DIAGNOSIS 


This is a very typical history, I should say, 
of a rheumatie lesion which began, I suppose, 
when she was six and terminated when she was 
forty-one. It began with rheumatism. She 
Here she had tonsillitis with- 
out any fresh outside exposure. She also had 
another attack of rheumatism here. She had a 
heart characteristic of mitral disease, at no time 
characteristic of aortic disease, although that 


may be there. And she had several attacks, at 


It makes 


Two explanations come to 
mind: first that she has taken digitalis enough 
to drive it down, which I do not think is likely; 
and secondly that she has a real digitalis heart 
block. In a woman of this age we need not sup- 
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least three I should say, of cerebral embolism, 
and one attack suggesting infarction of the 
kidney. 

Did she ever have an acute endocarditis? it 
is perfectly possible that with one of these Joint 
troubles or at other times she had an acute 
process there, and it is perfectly possivle that 
it will be there at the end, and Dr. Richardson 
will show it. But we do not need to suppose it. 
She could have all these symptoms simply from 
bland non-septic emboli in the left auric'e, with 
pieces broken off and going to the kidney or the 
brain. She ought to have mitral stenosis, be- 
cause that is the commonest rheumatic lesion 
and because the murmurs heard are consistent 
with that, although a diastolie was not heard. 
Will she also have an aortic lesion? There is 
no good evidence of it. It is perfectly possible, 
but it seems to me that with the signs given it 
is improbable. What about a tricuspid lesion? 
We never diagnose that. It may be there, but 
we cannot say so. 

The pericardium may be involved. There 
may be a chronie pericarditis here. We do not 
get signs. All we can do is to suggest it. 

A Pnystctan: Would the shape of the heart 
suggest it? 

Dr. Casor: No, it would not to me. 
normal shape I should say. 

We ought to commit ourselves as to what Dr. 
Richardson is to say about the head. He ought 
to say right-sided cerebral embolism with soft- 
ening. There might be signs of old infarets in 
one or both kidneys and in the spleen. Passive 
congestion of the lungs, liver, and all the or- 
gans is all I see that we should mention here. 
Unless there is complicating acute endocarditis 
there should be no bacteria in the findings at 
necropsy. 

A Prysictan: Assuming the presence of 
mitral stenosis, is there any way to differentiate 
emboli from the valves from those found in 
the auricular appendix? 

Dr. Carnor: Thrombi on the valves usually 
go with a streptococens viridans process, and 
they usually give rise to some septic manifesta- 
tions such as purpura, such as abscess in the 
lung or elsewhere, or to a septic fever. She has 
not had either. That deos not prove that she 
did not have an acute streptoceus endocarditis 
on top of the old one, but it makes us unable to 
say so and makes it rather wiser to say that she 
did not. 

A Prysictan: May we see the picture of the 
tibiae? 

Dr. Canor: I imagine the X-ray expert 
pn say about what the text says about those 
shins. 


A Puystcian: How do you explain the lesion 
on the tibiae? 

Dr. Casor: The X-ray man seems to think 
it is due to syphilis. That means that at some 
time this man has had syphilis. It does not 


It is a 


mean that there is any syphilis now or that »» 
shall find any postmortem. 

A Purstctan: Doesn’t streptococcus perics- 
titis produce a similar lesion? 

Dr. Caror: Not so far as I know. There .« 
a possibility that she had a hereditary syphi':.. 
It is a rare thing at this age. It is possible bi: 
unlikely. Out of thousands of cases we so 
perhaps one that lives to forty with hereditary 
syphilis. I do not believe the necropsy wi!! 
show any evidence of syphilis. I believe that 
partly on the history, which aside from the shin 
does not give any evidence, and partly because 
our necropsies here very seldom do show any 
evidence. Syphilitie lesions, aside from the 
heart, testis and liver, are very rarely found in 
this elinie. So T do not make that diagnosis 
nowadays. 

A Prysictan: 
lesions in the eye? 

Dr. Canot: Those might be rheumatic. 
Rheumatie iritis is common and would account 
for all of this. 

A Puystctan: She had opacity of the cornea. 

Dr. Canor: Yes. That may be syphilitic of 


How do you account for the 


course. I think it was probably interpreted so 


by the man who was there, because she had 
syphilitic treatment. 


CLINICAL DIAGNOSIS (FROM IHIOSPITAL RECORD ) 


Rheumatic heart disease with mitral stenosis. 
Aurieular fibrillation. 

Cerebral embolism. 

Left hemiplegia. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Chronie endocarditis, mitral stenosis. 
Cerebral embolism, right-sided, with soften- 


ing. 
Ifypertrophy and dilatation of the heart. 
Possibly old infarets of the kidneys and the 
spleen. 
Passive congestion, general. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 


Chronie endocarditis of the mitral valve, 
stenosis. 


2. Secondary or terminal lesions 


Hypertrophy and dilatation of the heart. 
Slight arteriosclerosis. 
Chronic passive congestion. 
Infarets of the spleen and kidneys. 
Infarcts of the lungs. 
Large area of anemic infarction and soften. 
ing of the right cerebral hemisphere. 
Edema piae. 
3. Historical landmarks 
Chronic pleuritis. 
Cholelithiasis. 
Sear of old operation wound. 
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Dr. | uaRpson: The head examination 
showe! vessels of Willis to be negative ex- 
cept the ‘he right middle cerebral artery, lead- 


ing to (:° margin of a very extensive area of 
anem: ‘'aretion on the right, was engorged ; 
but un ~“iunately just about at the point where 
we mic)! expeet to find an embolus the vessel 
was (i. tegrated and lost in an infarcted area. 


This orca of infaretion was quite extensive. 
Lookine down on the brain from above, it ex- 
tended from the anterior border of the caudate 
nucleus back to the anterior portion of the oc- 
cipita! lobe and out nearly to the cortex. The 
pia was rather wet. The left side of the brain 
was negative, as were the pons, medulla and 
cerebellum. 

Trunk. There was an old operation scar 8 
centimeters long just above the pubes. The 
peritoneal cavity and appendix were negative, 
as were the uterus and adnexa. The gastro-in- 
testinal tract showed a rather slight amount of 
passive congestion, The liver was at the costal 
border. The diaphragm on the right was at the 
fourth interspace, on the left at the sixth rib. 

In the right pleural cavity there was 150 
eubic centimeters of transudate. The left was 
obliterated by old adhesions. There were some 
old adhesions on the right. The lungs showed 
passive congestion and a small infarct in the 
region of the lower lobe on each side. 

The pericardium was negative. The heart 
weighed 482 grams. That is considerably en- 
larged for her. The myocardium generally was 
thick, four millimeters on the right and four- 
teen millimeters on the left. The cavities showed 
slight dilatation on the left, moderate on the 
right. The mitral measurement was six cen- 
timeters; stenosis. The curtain showed frank 
chronic endocarditis, that is marked fibrosis, ex- 
tending along the eurtain of the valve, as a 
thick broad band up to four millimeters thick 
in places, with shortening and thickening of 
the chordae tendineae and consequent decrease 
in the circumference of the valve. On the su- 
perior surface of this valve, up toward the 
auricular appendix but not in it, there was a 
smal! irregular ereviee with a rough reddish 
base. At the time there was no definite evi- 
dence of a thrombus there, but we have to ac- 
count ‘or that reddish roughened base, and it 
might very well be that it was the region of at- 
tachner* of thrombotie material from which 
bits ho! gone up into the right brain and down 
Into > spleen and kidneys, because we found 


in these organs. 

T!- sortie valve measured six and a half 
cen’ ‘rs, the trieuspid twelve and a half, 
the monary seven and a half. They were 
neg. A ease then of pure mitral disease. 
The »>naries were free. There was a slight 
am: of fibrous selerosis of the aorta scat- 


ter’ slong it here and there. The great 
were negative. 


The liver weighed 1160 grams,—chronic pas- 
sive congestion. Extending from its left lobe 
down to the spleen there were some old adhe- 
sions, with those at the splenic end attached 
to the outer surface of an infaret. In this 
particular case, and at this time, the condition 
was simply chronic peritonitis, but at some pre- 
vious time there was probably some localized 
acute peritonitis there. 

In the gall-bladder we found one stone eleven 
millimeters in diameter. The mucosa was neg- 
ative, the bile-ducts free. The spleen weighed 
137 grams and showed well marked chronic pas- 
sive congestion, and in the region of the lower 
pole a large infaret, three by two and a half 
centimeters, its outer surface bound by adhe- 
sions to the left lobe of the liver as mentioned. 
The kidneys weighed 285 grams. They showed 
of course some passive congestion, but other 
than for that and a few small infarcts. they 
= negative macroscopically and microscopi- 
eally. 

The heart blood yielded no growth. The 
heart was of pretty good size for a pure mitral. 

Dr. Casot: Yes, but we have nothing else. 


CASE 12392 
RECURRENT DYSPHAGIA 
MepIcAL AND LARYNGOLOGICAL DEPARTMENTS 


A seventeen-year-old boy was seen private- 
ly, consulting because of occasional weak spells, 
nervousness and difficulty at irregular inter- 
vals with deglutition. He stated that when at- 
tending a class dinner, when dining with friends 
or when teased by his brother about his afflic- 
tion he not only could not complete the swallow- 
ing process but would of necessity leave the 
table, and, as he stated, vomit his food. He was 
a neurotic youth with mottled cyanotic clammy 
hands, blushing easily, sweating easily and ill 
at ease. He stated that he seldom had trouble 
in the morning, occasionally at noon and gen- 
erally at night. He had more trouble when 
especially tired. He was especially anxious be- 
cause he has no control over the regurgitation. 
In taking his history the following report was 
obtained. This history includes the subse- 
quent experience and treatment following the 
above consultation. 

A six-year-old boy came to the Out-Patient 
Department for relief of vomiting November 28, 
thirteen years before his admission to the Eye 
and Ear Infirmary. His father died of ‘‘fatty 
degeneration of the heart and kidney disease.’’ 
One grandmother had syphilis. The child was 
treated for syphilis in infancy. He was very 
diffeult to feed, ‘‘vomiting’’ frequently on 
many various formulae. He had measles at 
eleven months, followed by scurvy. He had al- 
ways vomited immediately on taking solid food, 
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and had lived on liquids and very soft solids. 
The regurgitated food was not sour, but was 
mixed with mueus. He occasionally regurgi- 
tated liquids. He did much better while taking 
chloretone. He never complained of pain until 
two weeks before coming to the Out-Patient De- 
partment, when he had soreness in the epigas- 
trium an hour after breakfast lasting until two 
days before the visit. For three weeks he had 
had unproduetive cough. 

Physical examination, Well nourished. Head 
large. Forehead bulging. Eyes normal. Mid- 
dle incisors saw-edged. Cervical, axiilary and 
inguinal glands enlarged. Heart, lungs and 
abdomen normal. Knee-jerks lively. Von 
Pirquet negative. Wassermann tests on the 
mother and boy were negative. 

}-ray. Bismuth in liquids passed to the 
stomach without any apparent obstruction. 
Soils were partially obstructed opposite the 
arti ulation of the first and the second segment 
of :iernum. There was no marked dilatation 
of the esophagus above the point of obstruetion. 
Examination of the chest before giving bismuth 
shored some thickening in the posterior medi- 
asti 1um opposite the lung roots. 


Non-malignant constriction of the esophagus about four centi- 
neters above the diaphragm. The lumen at this point is about 
0 .e-third the normal diameter. 

December 26 he was admitted to the wards. 
Under ether a small Coolidge esophagoscope 
was passed without difficulty to nine and a half 
inches below the teeth. At this point the scope 
turned to the right in order to follow the open- 
ing of the esophagus. After this curve was 
passed the stomach could be seen straight ahead. 
Impression, cardiospasm. Bougies up to size 
thirty-six were passed into the stomach without 
difficulty. 

December 30 he reported at the Out-Patient 
Department that he had been very much im- 


proved since the esophagoscopy. He could eat 
things like bread and meat, which he had been 
unable to swallow before. January 8 he stil! 
was better than before the operation, though not 
so well as at the last visit. January 20 the 
dysphagia was about the same as before the 
operation. He still had some cough, mostly at 
night and in the morning. The tonsils were en- 
larged and reddened. 

January 23 he was readmitted to the wards, 
It was noted that his inability to swallow 
varied considerably. At times he could eat 
bread and at other times had trouble with water, 
Meat was always regurgitated. The food re- 
turned unchanged, as though it had never en- 
tered his stomach; the amount was never over 
a tablespoonful. 

Examination was as before. The upper in- 
cisors were broad but very slightly triangular, 
had rather poor enamel and slight notches in 
the biting edges. A slight systolic murmur was 
heard best along the left sternal border. The 
stools and urine were not remarkable. 

Dilatation of the esophagus was done. A 
number thirty-six bougie was passed afterwards 
without any difficulty. 

February 3 he was able to eat everything 
and had had no vomiting since the last note. 
February 21 he was doing well, but had one or 
two spasms a week. 

June 30 he returned to the Out-Patient Clin- 
ic complaining of regurgitation after every 
meal. 

July 8 he was readmitted to the wards. Un- 
der ether the esophagus was dilated sufficiently 
to allow a number thirty-six French bougie to 
pass easily. 

July 13 he was eating soft solids and had 
had no vomiting since the dilatation. July 20 
a number twenty-eight bougie passed with ease. 

A year later his mother wrote that he had 
occasional attacks of regurgitation, but that he 
had made marked improvement during the year 
and was gaining weight. 

After the office visit mention at the begin- 
ning of the history he was referred to the Eye 
and Ear Infirmary for X-ray examination, An 
abstruction was found at the middle third of the 
esophagus, thought probably to be a web. 

January 1 he was admitted to the wards of 
the Eye and Ear Infirmary. In giving his his. 
tory he reported that the trouble varied. Oc- 
eassionally it was thirty-six hours before he 
could get food into his stomach. Then he woul: 
have no trouble for perhaps three days. 

January 14 operation was done. Under ether 
an esophagoscope was passed. At fourteen 
inches from the teeth an ulcerated area was 
found above and below the tube, and not bleed- 
ing. The operator questioned whether this was 
true ulcer or abrasion from the suction tube. 
The latter was smooth ended and had been care- 
fully greased. Bougies up to number thirty- 
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two Fresh were passed through the area with- 
out dil 

Januor. 16 the patient was discharged in im- 
proved © ndition. 

Januer 30, two weeks later, X-ray examina- 
tion showed very much less delay at the point 
of stricture. than this. 


DISCUSSION 
BY B. THURBER GUILD, M.D. 


I have not tried to make a puzzle picture of 
this case, but to get some information rather 
than to give it. 

This boy was obviously nervous. He was ill 
at ease in the office, had the mottled, cyanotic 
hands of the nervous person, and he said that 
his attacks were more apt to come when he was 
self-conscious. My impression was that it might 
be what I then accepted as a possible entity, 
eardiospasm. 

In getting his history I found that he had 
been very hard to feed as an infant, had been on 
several formulae and under several different 
men’s care, | 

Regurgitated food mixed with mucus I think 
is an important diagnostie point. 

X-ray gave no key whatever to the situation. 

The esophagus was dilated at the first visit, 
again at the end of a month, again at the end 
of six months, I think again at the end of a 
year, and again at the end of nine and a half 
years. 

Obstruction was found at the ‘‘middle third”’ 
of the esophagus. I think that is rather an in- 
definite location. We do not know just where 
it is, and it makes a difference. 

I do not know what they mean by ‘‘above 
and below the tube’’ unless they mean that in 
the horizontal position of the patient there was 
uleeration above and below it. 

The interest in this ease is enhanced by the 
ability to carry baek a history to infancy, when 
the trouble was thought to be purely a case of 
so-called difficult feeding. The progress to 
recognizable pathology was slow. Not until the 
age of seventeen was a definite stricture or web 
formation demonstrated. It is also interesting 
to see the inereasingly satisfactory results of 
bouges. Hlis first relief was for one month, 
then for six months he was practically free from 


trouble, then for one year, and then for nine 
years he felt no necessity for inter- 
#renee 

The cuestions raised in my mind are these: 
Is ever a purely functional eardiospasm ? 
Has *\)s case a syphilitie background in fact 
as was historically? Could this be a case of 
ideer of the esophagus, causing cicatricial 
ormation® 

In «card to pure eardiospasm I feel now that 
as | 


in ht steria and neuroses, we are only tem- 
por’ «2 with such a diagnosis. Thirteen years 
ago in an artiele on ‘Types of Occlusion 


of the Esophagus in Early Life’’ stated: ‘‘It 
is possible that pure spasms of the esophagus are 


mostly congenital and are located in the brain.’’ 

I can throw no light on the syphilitie aspect 
of the case and would like to hear something 
about it. Syphilitie lesions are probably higher 
I should expect concomitant symp- 
toms. 

In regard to peptic ulcer the lesion seems 
too high. It would have to be near the cardia. 
The ulcerated area is reported as being four- 
teen inches from the teeth. If not traumatie, 
what else would cause ulceration? 

Tileston reported in 1906 an analysis of 
forty-four cases of ulcer of the esophagus rang- 
ing in age from infancy to sixty-six years. 
This patient complained of pain at one time 
for a short period. I shuld expect if this were 
peptie uleer that the vomitus would be acid un- 
less the uleer early formed the web whieh sub- 
sequently formed a barrier between the bolus of 
food and the gastric juice. There must have 
been early pathology which caused definite and 
progressive symptoms but which were negative 
to X-ray and operator until the patient was 
seventeen years old. 

If it were a congenital defect I should ex- 
pect the X-ray to show something when first 
used in childhood; it was not a neurosis; there- 
fore it is suggestive of some progressive uleera- 
tive or infectious process. 

Opposing surfaces of ulcerated or inflamed 
areas in this structure where there would be 
periods of quiet and thus a chance of adherence 
of the parts could in my conception be a cause 
of web formation or stricture. The causes of 
such an ulceration or inflammation might be 
syphilis, peptie uleer, chemical trauma, or as 
has been suggested in the literature, it might be 
secondary to one of several acute infectious dis- 
eases,—diphtheria, scarlet fever, ete. It is in- 
teresting that in most esophageal occlusion cases 
the patients are noted as being especially ner- 
vous. ‘‘Nervousness might precipitate more 
frequent attacks, but I believe an anatomical 
cause must coexist.”’ 

Subsequent History. July 14, 1926, at age 
nineteen, a vear and a half after the last opera- 
tion, the patient reports a mild transitory at- 
tack of spasm occurring perhaps every two or 
three weeks. A complete examination of him 
shows his nervous system negative as to reflexes. 
Iie has migraine headaches every one or two 
weeks. His Wassermann is negative. He still 
shows the systolic murmur best heard at the 
third left interspace; no enlargement. Pulse 
rate 100, inereasing on exercise but quieting 
normally to the initial rate. Blood pressure 
136/40. 

Sometimes by waiting patiently he will be 
able to complete deglutition. At other times—- 
and he always knows when—he must disgorge 
the bolus of food, most frequently meat, and 
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then resume his meal without further difficulty. 
He says if he does not get worse he will con- 
sider himself ecured—quite a logical deduction, 
though somewhat ambiguous! 

I think a case of this kind was reported in 
these Case Records some time ago.* My interest 
was mainly in being able to carry the history 
back so far. 

A Pnysictan: What do you mean by a web? 

Dr. Guitp: A membranous structure like a 
diaphragm stretching across the lumen of the 
esophagus either with a central opening, or 
crescentic in shape with the opening near a 
side of the wall. I imagine that in web forma- 
tion a bolus of food comes down and by irrita- 
tion of the pathological portion causes constric- 
tion, or spasm. He cannot voluntarily relax 
it, and if it persists he is obliged to disgorge. 

A Puysician: A web of that sort would nat- 
urally be ruptured by the passage of the 
bougies ? 

Dr. Guitp: Possibly not ruptured so much 
as stretched when they are passed. Dr. Mosher 
frequently cuts them, I believe. The ulceration 
was found when the esophagoscope was passed 
-—before operating. 

A Puysictan: The passing of the bougies 
would not have caused ulceration ? 

Dr. Gump: No. I understand that when the 
scope was first put in the ulceration was found. 
There was no trauma before the ulceration was 
found. It was not bleeding, so it was not an 
acute thing at that time. 

Dr. LANE: I was interested in the question 
of syphilis, but my impression is that while 
syphilis can occur anywhere it is probably very 
infrequent in congenital cases and in the 
esophagus. Of course a few stomach cases have 
been reported and a few tertiary lesions in 
adults. but offhand I eannot recall any gumma- 
tous or ulcerative lesion of the esophagus itself. 
Treatment for syphilis in infaney I should say 
does not necessarily mean syphilis in the child, 
even with the history of syphilis in the grand- 
mother. The lack of confirmative symptoms 
would to my mind be rather against its being 
sy philis. 

Dr. Gump: IT do not think he had any con- 
genital symptoms. He had some symptoms of 
rickets. 

A Puystctan: I should like to ask about that 
mottling. Did that extend to the rest of the 
bedy ? 

Dr. Guitp: No, except that he always had 
cold perspiring feet. He is of the type, fre- 
quently women, who when emotionally aroused 
have mottling over the upper part of the chest 
and neck. 

A Prrysteran: Williams in New York last 
vear or the year before reported a number of 
these permanent mottlings of the skin which had 


lasted for a long while under observation. 
*Case 12091, March 4, 1926. 


Dr. Guiry: My impression was that this ws. 
a vasomotor disturbance. 

A Puysictan: It usually is, but these ar 
the first I have seen reported as permanent, 

Dr. Guirp: Should you say then that syp)- 
ilis would be very unlikely? In the face of the 
history as to the grandmother and this ulcera- 
tion without knowing any etiology, you would 
not be led to be suspicious? 

Dr. LANE: Do you know whether the grand- 
mother had treatment? 

Dr. Guitp: No, 1 do not. 

Dr. LANE: With the history of syphilis in 
the grandmother the old question is brought up 
as to whether it is absolutely carried through 
to the third generation. 

Dr. Guirp: I was going to ask if syphilis, 
like other hereditary things, is apt to follow the 
law of atavism and skip one generation? 

Dr. LANE: There is a good deal of question 
in my mind as to whether it has been carried 
over, because of the difficulty of exeluding it 
in the preceding generation. There have been 
some few cases recorded, but most authorities I 
believe are somewhat skeptical about it. 


DIAGNOSIS 
Esophageal web. 


CASE 12393 


A CASE SHOWING THE DANGERS 
OF PERSISTENT DIARRHEA NOT 
PROMPTLY TREATED 


SURGICAL DEPARTMENT 


An American farmer sixty-one years old en- 
tered February 2 complaining of ‘‘uleers of the 
rectum’’ of six months’ duration. 

The November before admission he first no- 
ticed a mucous discharge from the rectum. At 
the same time he had sudden onset of diarrhea 
seven to eight times a day, generally once with 
a movement; at the other times he passed mere- 
ly mucus. He noticed bright blood streaks 
daily. The diarrhea had continued with vary- 
ing severity. A physician found nothing upon 
digital rectal examination, but on a_ procto- 
scopic examination later found a ‘‘bunch’’ iv 
the rectum. Three days after this the patient 
passed a ‘‘bunch of grapes’’ about five inches 
long. Immediately after this he had norma! 
bowel movements for a week without blood or 
mucus. Then the diarrhea recurred with brigh' 
red blood and mucus daily until admission. 
During the past six weeks he had had dull burn. 
ing pain in the lower rectum inereasing °° 
severity. His weight had fallen from 17° 
pounds in the autumn to 145 pounds. He ha’ 
lost some strength. 

He had had measles, scarlet fever, typhoi' 
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fever and mumps. Until recent years he used | not only of the actual condition mentioned but 

to have ved headaches. egrnt of every other possibility that might in a lay- 
Hlis fo: ser died of tuberculosis, his mother of 


heart dscase, one brother of ‘‘dropsy’’. His 
wife haa never been pregnant. 

Exa: cation showed a somewhat under- 
nouris’. man apparently in poor health. ‘The 
skin we- vy, sealy and shriveled. The teeth 
were vor. poor. There was marked pyorrhea. 


The apox impulse of the heart was in the fifth 
space (> centimeters from midsternum. The 
measurements are not recorded, The 
sounds \«ve rather faint and ill defined. There 
was a sort blowing systolic murmur. In the 
right «)) gastrium just under the costal margin 
a large round non-tender mass could easily be 
seen ‘nspeetion, descending on deep inspira- 
tion two inches. On palpation this seemed to 
be defini ely fixed. On palpation and deep in- 
spiration the whole mass seemed to be nodular 
and to be attached to the liver. Percussion 
above it vave flatness. There was a large right 
inguinal hernia whieh without support extend- 
ed into the serotum, On the left testicle were a 
number of fluetuating eystie masses. Rectal ex- 
amination showed a multilobular mass across 


the posterior wall of the reetum involving both 
sides, firmly fixed and quite hard to palpation. 
Proctoscopy showed a sloughing, bleeding mass 
about three inches within the anus. 

Before operation the blood and urine were 
norm. 

X-ray showed both lung fields unusually 


large and bright. There were a few dense glands 
at the left lung root. The aortie knob was 
prominent. The diaphragm was a little high on 
the left but moved normally with respiration on 
both sides. 

February 4 operation was done. The patient 
made a «ood operative recovery and was quite 
comfor'aile. February 14 there was a slight 
upper rospiratory infeetion of the throat and 
fauces. ‘The chest was clear. 

February 18 a seeond operation was done. 
That ‘ay the patient was in fair condition, 


thoug pale and perspiring profusely. The 
pulse was rapid but of fair quality. There 


was 1 ‘erate staining of the dressing. He was 
given <vhpectoral saline. At two a. m. the 
radial »)!se was not obtainable. He was given 
1000 c»!\c centimeters of five per cent. glucose 
Intra’ sly and revived so that he answered 
ques!) intelligently. Before a donor for 


transi ‘on could be obtained he became uncon- 


Sciolls ind just before the transfusion was 
Starte:) died. 


Discussion 
EDWARD L. YOUNG, JR., M.D. 
aoe “ich diagnosis as this given by a pa- 


“vonld bring a pieture before our minds 


man’s mind be included in such a diagnosis. 
Hlere we think of ulcerative colitis and malig- 
nancy as the two diseases most likely to fit. The 
duration of the disease is not great if we com- 
pare it with other eases we have seen here where 
blood and mueus have been present for from one 
‘o two or even two and a half years. This is 
only three months. The description of what 
was found as far as it goes means a tumor and 
not ulceration. 

The ‘‘bunch of grapes’’ which the patient 
passed might have been clots of blood or pos- 
sibly bits of tumor covered with blood. If the 
story is true it certainly suggests that the pas- 
sage was more free for a few days after the 
proetoseopy. 

The loss of weight is consistent with either 
diagnosis mentioned. 

The examination shows a poor surgical risk. 
The heart muscle is worn out and probably will 
not stand a great deal. The mass which is 
spoken of in the right epigastrium brings up the 
fear first that he already has metastasis in the 
liver. We have nothing in the history to make 
a gall-bladder seem probable, but that is of 
eourse possible. A somewhat enlarged lobe of 
the liver without obvious cause may also ex- 
plain it. 

The cystic masses spoken of in the left scro- 
tum are probably spermatoceles. 

Rectal examination and proctoscopy make the 
diagnosis certain. The only question now is the 
question of treatment. He is a poor surgical 
risk. The mass is according to this statement 
firmly fixed, which implies extension outside the 
wall of the bowel. If operation is to be done it 
is on the basis either that the diagnosis as to 
the extent of the disease can not be made acecu- 
rately without laparotomy or that a palliative 
operation will make him more comfortable. 


X-RAY INTERPRETATION 


Examination shows evidence of arteriosclero- 
sis and of emphysema of the lungs. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS | 
Carcinoma of the rectum. 
PRE-OPERATIVE DIAGNOSIS FEBRUARY 4 


Carcinoma of the rectum. 
Metastatic nodules in liver. 
Diverticulosis. 


FIRST OPERATION 


Ethylene. A paramedian incision was made 
in the lower abdomen. The mass in the liver 
was found to be firm, somewhat irregular, 21%4 
by 2 inches in diameter, occupying the lower 
portion of the left lobe. The growth was found 
to be very firmly adherent to the left side of 
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the pelvis. It was determined to do a colostomy 
at this time and if the patient continued to 
have bleeding and tenesmus to do an amputa- 
tion of the rectum from below later. 

There were numerous diverticula along the 
sigmoid but no evidence of any inflammatory 
area. 


POST-OPERATIVE NOTES 


February 6 the colostomy was opened with 
benzine cautery. There was good escape of gas 
with much relief. February 12 there was a 
normal movement through the colosiomy open. 
ing. 


FurtTHER Discussion 


The palliative operation is what was upper- 
most in the minds of the surgeons, as it seemed 
to them that the pain and the bleeding might be 
lessened by a colostomy, and the mass in the 
right epigastrium is definitely found to be a 
metastasis. On the basis of what the surgeon 
notes in the operative report we must assume 
that bleeding and pain continued and that the 
second operation was done to try to remove the 
bleeding, sloughing mass. 


DR. YOUNG'S PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the rectum. 
SECOND OPERATION, FEBRUARY 18 


Spinal procain. The growth in the rectum 
was more extensive than it had been supposed to 
be at the previous examination. The whole re- 
troperitoneal tissue about the rectum was infil- 
trated with growth, and a firm, hard mass ex- 
tended into the pelvie wall on the right. The 
whole rectum was very firmly adherent to the 
pelvie wall, making it very difficult to pull down 
any rectum from the hollow of the sacrum. Be- 
eause of this difficulty no attempt was made to 
go high above the growth. 


PATHOLOGICAL REPORT 


A section of the lower rectum. There is a 
deeply ulcerated growth measuring 3.5 by 5.5 
centimeters, with prominent elevated margins. 
Its lower margin is 4 centimeters below the anal 
ring. Its center is deeply ulcerated, is firmly 
fixed to the pararectal tissue and sends a hard 
mass about the size of a hen’s egg into it. 

Microscopie examination shows adenoear- 
cinoma with invasion of the perineural and peri- 
arterial lymph spaces of the pararectal fat. 


FurtTHER Discussion 


The operation was too much for him. He died 
with all the symptoms of shock. Whether there 
is bleeding intra-abdominally is hard to say, 
but a certain amount of bleeding is of course an 
additional factor in his death. In view of the 


suffering he would almost inevitably have had 
we cannot be entirely sorry for such an out- 
come in this case. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma of the rectum. 

Post-operative hemorrhage. 

Operations: first stage colostomy, second 
stage removal of rectum and carcinoma. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Carcinoma of the rectum. 
Operative shock. 
Hemorrhage. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


(Adenocarcinoma of the rectum.) 
Metastasis in the liver. 


Secondary or terminal lesions 


Hemorrhage into the pelvic cavity, the retro- 
peritoneal tissues, and the lower end of 
the large intestine. 

Anemia. 

Soft hyperplastic spleen. 

Moderate arteriosclerosis. 


2. 


Dr. Ricuarvson: The skin and mucous 
membranes were very pale. In the anterior ab- 
dominal wall between the umbilicus and the 
pubis there was a linear sear 14 centimeters 
long. In the central portion there was an open- 
ing three centimeters long. The sigmoid was 
sutured in the wall of the opening and there 
was a surgical opening in it. Posteriorly be- 
tween the buttocks there were three operation 
wounds, a long sutured wound and two short 
ones. There was subeutaneous fat in small 
amount. The muscles were thin and pale. The 
subcutaneous tissues in the anterior thoracic 
wall were infiltrated with thin pale clear fluid. 

Peritoneal cavity. In the pelvic region there 
was considerable fluid blood and blood clot. 

Small intestine rather empty. Mucosa nega- 
tive. Large intestine not distended. In the 
region of the sigmoid the intestine was sutured 
to the wall of the wound as mentioned. The 
distal portion of the intestine along a length of 
about 19 centimeters contained considerable 
blood and blood elot. The lower end of this 
portion of the intestine was sutured off, and in 
the region of the sutures within and without 
there was much infiltration with blood and 
blood clot and much infiltration of the retro- 
peritoneal tissues in the region. 

The mesenteric and retroperitoneal glands 
were negative. 

The anterior margin of the liver on the right 
side was at the costal border in the right mam- 


millary line. On the left side the anterigr mar- 
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in was 1014 centimeters below the costal bor- 
or in the left line. The dia- 
phragm on each side was at the fifth interspace. 

The pleural cavities were dry. There were 
no pleura! adhesions. The trachea and bronchi 
eontained much pale froth. The bronchial 
glands were negative. 

Lunes. The apices were negative. There 
were no areas of consolidation. The tissue gen- 
erally was spongy and very pale. There was 
slight edema and some emphysema in the pe- 
ripheral portions of the lungs. 

The pericardium was negative. The heart 
weighe 272 grams. The myocardium was of 
good consistence and pale. The valves and cavi- 
ties were negative. The aorta and great branch- 
es showed a moderate amount of fibrous sclerosis. 

The liver and mass of new growth that was 
present weighed 1550 grams. The new growth 
weighed 340 grams. The surface of the right 
lobe of the liver was smooth. The tissue was of 
good consistence and pale. In the substance 
of this lobe, posteriorly, a short distance beneath 
the surface, there was a small mass of new 
growth tissue 1.5 centimeter by 1 centimeter. 
The left lobe on the anterior surface showed a 
boss-like mass of new growth tissue 10 centi- 
meters in diameter. The anterior surface 
rounded up beneath the eapsule and posteriorly 
the mass extended nearly through the lobe. The 
lower border of the mass anteriorly reached 
nearly to the anterior margin. In the region of 
the peripheral portions of the new growth the 
adjoining liver tissue was infiltrated with blood, 
and there was some hemorrhagic infiltration of 
the new growth tissue. The tissue of the lobe 
elsewhere was of good consistence and pale. 

The spleen weighed 295 grams,—slightly en- 
larged. The surface was smooth, the tissue pale 
and rather soft. 

The kidneys combined weighed 240 grams. 
The organs were frankly negative except that 
the tissue was quite pale. 


INTRODUCTION TO THE ELEVENTH 
ANNUAL REPORT OF THE NATIONAL 
COMMITTEE FOR THE PREVENTION 
OF BLINDNESS, INC. 


Tue National Committee for the Prevention 
of Blindness, originally organized as a local 
New York State Committee through the zealous 
efforts of a few publie-spirited individuals in 
1908, took on its national character in 1915, and 
has grown into an agency of even international 
Scope. it ineludes more than 16,000 members. 
Its sto? has grown aceordingly to twenty-one 
members, including a managing director, asso- 
Clate rector, medieal direetor, secretary, as- 
Sista’ sceretary, membership secretary, and re- 
Searc!’ secretary. In this time, also, it has been 
foun necessary to seek larger quarters. This 
grow'': has been in proportion to the needs met. 


The Committee has learned that it is not only 
possible to prevent actual blindness, but to pre- 
vent the development of eye defects which, 
though not rendering individuals blind, reduce 
their social efficiency. The slogan may very 
well be not only conservation of vision, but 
conservation of 100 per cent vision. 

It is perhaps auspicious at this time to state 
the position of the National Committee in the 
general public health movement. The following 
facts are indicative: 

1. It is endorsed by the National Informa- 
tion Bureau. 

2. It has co-operated in activities with the 
American Medical Association, the National Ed- 
ucation Association, and the United States Pub- 
lic Health Service, as well as with the medical 
profession in general. 

3. It is a member of the National Health 
Council. 

4. It has been selected as a special member 
of a Committee on the Conservation of Vision 
of the State and Provincial Health Authorities 
of America, which includes Canada as well as 
the United States. 

5. Its position in the esteem of the American 
Ophthalmological Society can be deduced from 
the facet that a resolution was passed asking the 
National Committee to act as a clearing house 
for all information on the conservation of vis- 
ion. 

The function of the National Committee for 
the Prevention of Blindness is to keep abreast 
of the scientific advance in ophthalmological 
knowledge of refraction, disease and operation ; 
to inform the public generally in layman’s lan- 
guage of such advance, and the ways in which . 
such knowledge and practice may be made avail- 
able to the public, together with what action, 
publie or private, on the part of the commu- 
nity or private organization will provide the 
means for professional ophthalmological assist- 
ance. 


NEW HAMPSHIRE MORTALITY 
STATISTICS: 1925 


THe Department of Commerce announces 
that the 1925 death rate for New Hampshire was 
1,452 per 100,000 population as compared with 
1,416 in 1924. This increase in 1925 is more 
than accounted for by increases in the death ° 
rates from influenza (from 22 to 50 per 100,000 
population), diseases of the heart (from 233 to 
252), eancer (from 136 to 148), and accidental 
falls and automobile accidents (from 14 to 19, 
each). 

Decreases in 1925 were shown in death rates 
from tuberculosis, all forms (from 74 in 1924 
to 66 per 100,000 population), nephritis (from 
108 to 103), measles (from 6 to 2), and whoop- 
ing cough (from 10 to 6).—Department of 
Commerce, Washington. 
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COMPULSORY INDUSTRIAL ACCIDENT 
INSURANCE 


In the issue of Sept. 16, 1926, the legislative 
resolve providing for a committee to study the 
law relating to compulsory accident insurance 
was referred to. 

The Workmen’s Compensation Act, making 
provision for the payment of compensation to 
injured employees and certain provisions for 
the payment of medical and hospital fees, has 
been in effect since July 1, 1912. It was a meas- 
ure intended primarily to benefit the injured 
workman. In general the act has been most ben- 
eficial. In regard to many details complaints 
have been made. The vast number of proposed 
amendments to the aet which are introduced 
each year in the Legislature is evidence of this 
fact. Largely in order to deal intelligently with 
this bulk of bills the Legislature at its last ses- 
sion provided for the appointment of a commis- 
sion of five who should review the whole subject 
and make such recommendations as in their 
judgment are wise to better the existing act. This 
Commission has just been appointed by the 
Governor and the Governor has most fittingly 
named as one of its members an Ex-President of 


| 


the Massachusetts Medical Society Dr. Samu. 
B. Woodward. It is fortunate that the medic: 
profession is to be so ably represented in thi). 

matter because in so many ways the act direct|, 
concerns the physicians of the Commonwealt!. 

There are of course many phases of the act whic. 

concern solely the business aspects. The mai 
ters of chief concern to the physician and sur 
geon deal with the payment for professional sev. 
vices to the injured workman 


Since the passage of the act there have been 
many radical changs in the industrial and bus. 
iness world. The laborer today is better paid 
than ever before. The capitalist has not as 
much wealth to distribute in charity. The 
changes are no where more plainly to be seen 
than in hospitals. Incident to these changes the 
feeling is constantly growing that the members 
of a hospital staff should be more adequately re- 
munerated than has been the custom for many 
years. It is only natural that the physician 
should expect to be paid for services which ben- 
efit both employer and employee and which are 
covered by insurance. 


The act as it is has been of enormous benefit 
to the medical profession in doing just this 
thing. There are, however, certain phases of 
the act which seem to many to be unfair. 

First is the matter of payment for services 
rendered to ward patients. The rapid increase 
rendered in the charges made to ward patients 
has naturally made the members of many a staff 
feel that these patients no longer are on a char- 
ity basis. 

It is to be remembered however, that condi- 
tions differ greatly in various localities and vari- 
ous hospitals. To take an extreme example if 
all patients hurt in industrial accidents and 
treated at the Haymarket Relief Station of the 
Boston City Hospital were to pay the surgeon 
treating them the position of resident surgeon in 
this hospital would be sought most eagerly for 
financial reasons. Conditions differ totally in 
the small community hospital. It has, therefore, 
been the policy of the Industrial Accident 
Board to support as far as possible the policies 
adopted b) the Trustees cf the various hospita!s 
in reference to the payment of the staff men- 
bers for the care of ward patients. The prob. 
lem is thus local and one which may well be set- 
tled between the staff and the Trustees in each 
locality. 

Many considerations must be borne in min’ 
however upon this big problem of direct remu- 
neration to members of hospital staffs. The rat» 
that the insurance companies are allowed to 
charge under the compensation law is fixed by 
the insurance commissioner on the basis of pay- 
ments made and losses incurred. The larger tlic 
payments and losses the higher the rate of insur- 
ance. The amount that employers of labor are 
obliged to pay is also fixed by the insurance 
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commiss'-r. The rate of compensation pay-|sought must be due to personal injuries arisi 
able to |» ired workmen and their dependents | out of the employment. Therefore, decisions in- 


is fixed by the Legislature. The medical costs 


in 1925 ».nounted to nearly two and one-half 
millions ©! dollars. The sum paid to injured 
working. and women amounted to a sum 
sightly » excess of four millions of dollars. 
That pa | (o dependents of fatally injured em- 


ployees vs approximately one million dollars. 

Any increase in medical costs which result 
from the payment of fees to members of hospital 
staffs can only be met by either increasing pre- 
miums wlich are already acknowledged to be 
high) t: the employers in each community, or 
counteracting the effect of such payments by al- 
lowing lower fees to men who are not on hos- 
pital s‘alls. The effect of such action upon the 
Legislature in the matter of other important 
amendments to the medical provisions, affecting 
physicians and surgeons generally, must also be 
considered. 

The second objection to the act from the view- 
point of the physician is that compensation for 
services rendered is limited to the period of two 
weeks ‘‘except in unusual eases.’’ This provi- 
sion has done several things. It has inevitably 
tended to make physicians charge as much as 
possible for the care during the first two weeks 
in a case in which they know that they must 
give their services without pay for many more 
weeks to follow. And this tendency is hardly 
checked by the faet often overlooked that before 
the act was passed no renumeration at all was 
often to be expected. 

Fortunately the Industrial Accident Board in 
its interpretations of ‘‘unmusual ecases’’ has been 
liberal. Recently a court decision has narrowed 
the board’s interpretation of these words. 

In the past attempts have been made to 
amend tlie law so that payment would be made 
for professional services as long as was neces- 
sary to bring about the maximum of improve- 
ment wich could reasonably be expected. This 
would be the ideal. It is probable that provi- 
sion could be made which would prevent abuse 
of such: san amendment. 

A tld matter of interest to the medical pro- 
fession s whether or not the word ‘‘disease’’ 


should |. added to the act. In other words, is 
it nece sry to add after the words ‘‘ personal 
Injury —.e word ‘‘disease’’ so that the act may 
provic. -x<pressly for the payment of compen- 
sation o.4 medical treatment in all cases of both 

pers«:.! injury and disease’’ arising out of the 
emplo.». nt. This seems unnecessary, as the 
Indus'» Accident Board, again liberal in its 
inter}: ‘ation, has from the very beginning held 
that «:. \\seases of employment due to personal 
injur arising out of the employment are cov- 
ered. Supreme Court, although somewhat 
cauti vy, has affirmed such decisions, making 
:owever that the ground of affirmation 


‘he diseases for which compensation is 


volving lead poisoning, tuberculosis, acceleration 
of pre-existing disease, hernia, and the like, have 
been held to be under the compensation law. 
Therefore, it seems unnecessary to add the word 
‘*disease’’ to the act. 

Doubtless other phases of the act concern the 
medical profession. The interest of physicians 
to consider the points at issue must be aroused 
promptly. Hearings will be held by the Com- 
mission. It may not be possible for the JourNAL 
to announce the dates of these hearings in time 
to be of service to our readers. If anyone wishes 
to be heard prompt information can always be 
obtained through the Industrial Accident Board 
at the State House. 

There is now presented to the medical pro- 
fession of this commonwealth the opportunity to 
present suggestions which will make better an 
act which has done much good. The force of the 
suggestions will depend in great part upon 
whether they are presented in a broad minded or 
a selfish manner. The opportunity is now open. 
It is probable that no other similar opportunity 
will arise for many years to come. 


REFLECTIONS ON THE MASSACHU- 
SETTS BOARD OF REGISTRATION IN 
MEDICINE 


In the Federation Bulletin for September 
1926, Frederick C. Waite, Ph.D., Professor of 
Histology and Embryology, Western Reserve 
University, contributes an article in which cer- 
tain eriticisms of the Massachusetts Board of 
Registration in Medicine appear. The first state- 
ment is that state licensing boards share in 
the responsibility of tolerating six medical 
schools which are not recognized presumably by 
the council on medical education and most of 
the licensing boards. The remedy according to 
Dr. Waite may be found in the refusal of the 
boards to accept applicants who are graduates 
of these schools. This is a correct statement in 
part but does not apply to the Massachusetts 
board because this board would follow this sug- 
gestion if it could. The fault lies with the legis- 
lature which obliges the board to accept all grad- 
uates of legally chartered medical schools which 
give a four years’ course, over protests which 
have repeatedly been made in the form of amend- 
ments presented or endorsed by the board. 

In another place in this article Dr. Waite 
states, speaking of Massachusetts, it must ex- 
peet to continue to have this dubious reputa- 
tion so long as the actions of its licensing board 
makes that state the largest harbor in the coun- 
try for the graduates of derelict medical schools. 
He then ealls on the medical profession and the 
lay public to employ remedial measures. The 


first of this section is not true for the board has 
not been given discretion. It has appealed to the 
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Attorney General for advice and has been told 
that it must, under the provisions of the law, 
accept the graduates of these schools. The later 
appeal to the medical profession and the lay pub- 
lic is sound. The board has done this repeatedly 
and forcefully. 

A pointed criticism made by Dr. Waite is to 
the effect that some ‘‘licenses have been secured 
through corruption of public officials.”’ Lf Dr. 
Waite knows of specific instances of corruption 
he is lacking in courage and laying himself open 
to the suggestion that he is adopting the custom 
of the blackguard in leaving it to be assumed 
that Massachusetts may have had corrupt mem- 
bers of the licensing board. He virtually repeats 
this charge later on. If he has evidence other 
than that cited with respect to Llinois he should 
give it. He tries to save his face by stating that 
the accusations are general rather than specifie 
and only occasionally worthy of credence. If 
he believes that his aceusations are true let him 
say what he means and cite specific instances and 
not by inference try to blacken the character of 
honorable public servants. 

He has further reflections on the boards in the 
claim that members are being deceived by the 
applicants during an examination. He also erit- 
icises the questions submitted, the rating of the 
answers and the generosity of the examiners. 

Many of his deductions based on the fact that 
an unreasonable number of graduates of low 
grade schools are able to secure recognition are 
sound but he fails to apply the proper explana- 
tion which is that in Massachusetts for example, 
the legislature expects the board to perform a 
difficult task without making adequate provi- 
sion for the necessary machinery. 


The legislature is confronted with the prob- 
lem of dealing with a technical procedure of 
which the majority have no real understanding. 
In Massachusetts a considerable proportion of 
the legislators appear to believe that the recom- 
mendations with respect to better laws are based 
on a desire to strengthen a medical trust and 
restrict the practice to the product of the large 
universities. The argument in favor of the poor 
boy finds enthusiastic response in the hearts of 
some. Until the legislature can be led to endorse 
the recommendations of the board of registra- 
tion, present conditions will continue to exist. 

If Dr. Waite will come to Massachusetts 
and get acquainted with the members of the 
board he will find them honorable public ser- 
vants anxious to serve the Commonwealth to the 
limit of the power conferred and not indiffer- 
ent time servers. His criticism of the State, the 
laity, and to some extent the profession at large 
is unfortunately true to a considerable degree 
but he has no right to assume that the members 
of the board are not qualified for the work. 
They are not stupid, indifferent or mercenary. 
They are trying to do the best that can be done 


September 30, 19.6 


under the serious handicap of inhibitory laws. 
Great progress has been made under the opera- 
tion of the Massachusetts Board and we can eon. 
fidently assure the critics of Massachuetts t)).; 
the average medical service is better in this state 
than is to be found in many states which have 
better laws. We have one standard of medica] 
practice and do not license the cults as such. 


REFLECTION ON DOCTORS 


Captain Georce A. Parker, federal prohibi- 
tion administrator for Massachusetts, in a speech 
before a Rotary Club a few weeks past is re- 
ported to have said that ‘‘the efforts of the pro- 
hibition foree in this state are disrupted by the 
unscrupulous issuance of liquor prescriptions by 
many physicians.’’ He claimed, according to 
the report, that 85,000 gallons of whiskey have 
been prescribed by physicians in Massachusetts 
last year. He modified the severity of his indict- 
ment by saying that the privilege of prescribing 
aleoholic beverages is not abused by honorable 
professional men. 

It would be of interest to know how large a 
proportion of this 85,000 gallons was prescribed 
by honorable doctors for this would indicate the 
confidence of physicians in the therapeutic value 
of whiskey. 

Since Mr. Parker believes that the doctors are 
largely to blame for the present day conditions, 
it is remarkable that so few doctors have been 
ealled before the Board of Registration in Med- 
icine on charges of unethical prescribing of 
liquors. We are quite sure that irregularities 
pertaining to the practice of medicine wil! be 
eoirected if good evidence is presented to the 
Board. If there is reason to believe that doctors 
are so unethical and antagonistie to the law it 
wonld seem that more should have been called 
before the Board. 

The customs and habits of people cannot be 
changed in the space of a few years and honora- 
ble physi¢ians may be justified in many instances 
in issuing prescriptions to those persons who are 
mildly il] and who have been in the habit of 
using alcoholic beverages. ‘i'o withhold alcohol 
in some cases may cause trouble. 

We are quite sure that physicians are as care- 
ful in observing the prohibition requirements as 
any other group of persons and we confidently 
believe that failure to enforce the law depends 
more on some of the unreasonable and imprac- 
ticable features of the act coupled with indisposi- 
tion of the government to strictly enforce the 
provisions of law rather than to the actions of 
physicians. 

A considerable number of doctors haven’t 
taken out permits, many who have permits are 
honorable and we doubt the wisdom of putting 
the blame on the medical profession. The sub- 
joined letter is pertinent. 
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poard of Registration in Medicine 
Room 144, State House, Boston 
August 19, 1926. 
Editor, Boston Medical and Surgical Journal: 

In reply to your letter of August 18, relative to 
statements made by Captain Parker, Federai Prohi- 
bition Administrator, you are informed that for 1925 
and 1926 to date, we have received twenty-one reports 
from Captain Parker—all liquor permits for physi- 
cians, Which have been revoked by his department. 

Of this number, eighteen have been acted upon 
since January, 1925, and three are now pending—one 
of which we are holding on advice of the Prohibition 


Department. 
Yours very truly, 


FRANK M. VAUGHAN, Secretary. 


THIS WEEK’S ISSUE 
Conrains articles by the following authors: 


Lawrence, Joun S. A.B.; M.D. Medical 
Schoo! of University of Virginia 1921. Edward 
Hickling Bradford Fellow in Medical Research, 
Harvard Medical School. His address is Medi- 
cal Department, Vanderbilt University, Nash- 
ville, Tennessee. Associated with him is 

Bock, A. V. A.B.; M.D. Harvard Medieal 
School 1915. Associate physician Massachu- 
setts General Hospital; Assistant Professor of 
Medicine, Harvard Medical Sehool; Member 
American Society for Clinical Investigation; 
Associate member The Association of American 
Physicians. Address: Massachusetts General 
Ilospital. They write on ‘‘Relationship Be- 
tween Gastrie Uleer and Carcinoma of Stom- 
ach.’’ Page 651. 


Carty, Joun Russert. B.S.; M.D. Cornell 
University Medieal College 1921. Chief of 
Clinie of Roentgenology .and Instructor of 
Roentgenology Cornell Medical College; Mem- 
ber New England Roentgen Ray Suciety. The 


title of his paper is ‘‘Diagnostie Significance of 
Lateral Curvature of the Spine Caused by Mus- 
eular Spasm’’, Page 654. Address: 28th 
Stree and First Avenue, New York City. 


Devry, Dana W. M.D. Medical School of 
Harvard University 1904. F.A.C.S. Associate 
Aure! Surgeon Massachusetts Eye and Ear In- 
firmary ; Aurist, Boston Floating Hospital. His 
subject is ‘*Dehiseence of the Floor of the Middle 


Far’’. Page 657. Address: 416 Marlborough 
Streei. Boston. 


Pansonxs, Ph.D.; M.D. Rush Medical 
( ollege 1924. Associate Professor in Physio- 
logica! Chemistry University of Chieago, Fel- 
low " Medicine Mayo Foundation. The sub- 
Ject_ of this paper is ‘*Benign Glyecosuria with 
Hyperglycemia : Report of Case with Metabolic 
Studies.”’ Page 660. Address: Mayo Clinic, 
Rochester, Minn. 


B.S. ; M.S.; M.D. Harvard 


‘4’ School 1923. Assistant in Thorndike Me- 


morial Laboratory, Boston City Hospital; As- 
sistant in Medicine Harvard Medical School; 
Member American Chemical Society. The title 
of the paper is ‘‘An Unusual Blood Sugar Find- 
ing During an Insulin Reaction.’’ Page 663. 
Address: 329 Longwood Avenue, Boston. 


Huser, Epwarp G. Detailed record on page 
291, No. 6, Vol. 195. His article is a continued 
account of ‘‘The Control of Communicable Dis- 
eases in Massachusetts.’’ Page 665. Address: 
The War Department, Washington, D. C. 


Howarp, Hernert H. B.S.; M.D. Harvard 
Medical School 1912; Assistant Visiting Phy- 
sician, Beston City Hospital; Member Ameri- 
ean Urological Association. He writes on 
‘Progress in Urology.’’ Page 673. Address: 
395 Commonwealth Avenue, Boston. 

— 


RECENT DEATHS 


BROWNRIGG — Dr. Joun Sytvestrer Brownrice, 
identified with the Boston Department of Health for 
many years, died September 21, 1926, at his heme 
in Roxbury at the age of 69. 

Born in Boston August 22, 1857, the son of John 
and Jane (McGruder) Brownrigg, he was graduated 
from Boston College and took his degree from Har- 
vard Medical School in 1887. After some time in 
practice, Dr. Brownrigg was made a member of the 
City Health Department, and in 1921 was promoted 
to be chief medical inspector. He retired in August, 
1924. 

Dr. Brownrigg was always interested in the work 
of the Carmelite Convent on Mt. Pleasant Avenue, 
Roxbury, donating his professional services there: 
and also in the work carried on by the Mission 
Church in Roxbury. He was a member of the Ameri- 
can Medical Association and of the Massachusetts 
Medical Society and an associate member of the Bos- 
ton Medical Library. 

Dr. Brownrigg, who was a widower, leaves a son, 
William Brownrigg, and a daughter, Miss Jane T. 
Brownrigg, both of this city. 


PILLSBURY—Dr. George HARLAN PILLSBURY, a Te- 
tired member of the Massachusetts Medical Society, 
died at his home in Lowell, as a result of injuries 
received in an automobile accident, September 16, 
1926, aged 83. 

Dr. Pillsbury’s date of birth was June 8, 1843. The 
public schools of Lowell gave him his elementary 
education, after which he entered Dartmouth College 
and was graduated in 1865. In the following year 
he entered Harvard Medical School, where he re- 
ceived his dgeree of M.D. in 1869. Later he took a 
postgraduate course at the Ecole de Medicine in Paris. 
When ready to begin active work in his profession 
he opened offices in Lowell and soon built up an ex- 
tensive practice. He manifested interest in all civic 
affairs and served for a time as a member of the 
School Committee. While it may not be said that 
Dr. Pillsbury was a motoring enthusiast, he traveled 
about almost exclusively in a car that he operated 
himself and gave no apparent indication that his 
advanced years were at all a drawback in its suc- 
cessful operation. 

On June 5, 1872, Dr. Pillsbury married Mary A. 
Boyden, who survives him, with four children, Dr. 
Boyden H. Pillsbury of Lowell, Major Harry C. Pills- 
bury and Colonel George B. Pillsbury, both of the 
United States army, and Mary B. Pillsbury, librarian 
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at Vassar College. He also leaves a brother, Samuel 
L. Pillsbury of Columbus, Ohio. He was a member 
of St. Anne’s Episcopal Church and of Kilwinning 
Lodge, A. F. and A, M. 


CONNECTICUT DEPARTMENT OF HEALTH 
Moreiprty Report ror THE WEEK ENDING 


SepremMpBer 4, 1926 
Diphtheria 9 Chickenpox 2 
Last week 10 German measies 1 
Diphtheria bacilli Influenza 1 
carriers 3 Malaria 1 
Typhoid fever 8 Mumps 1 
Last week 4 Paratyphoid fever 1 
Scarlet fever 13 Pneumonia, lobar 6 
Last week 8 Poliomyelitis 1 
Measles 9 Septic sore throat 18 
Last week 10 Tuberculosis, pulmo- 
Whooping cough 36 nary 
Last week 21 Tuberculosis, other 
Bronchopneumonia 7 forms 2 
Cerebrospinal menin- Gonorrhea 66 
gitis Syphilis 32 


Morsipiry Report FOR THE WEEK ENDING 
SEPTEMBER 11, 1926 


Diphtheria 8 Chickenpox 2 
Last week Dysentery, bacillary 1 
Diphtheria bacilli Encephalitis, epidemic 2 
carriers German measles 
Scarlet fever 19 Mumps 1 
Last week 13 Paratyphoid fever 1* 
Typhoid fever 9 »rneumonia, lobar 10 
Last week 8 Poliomyelitis 3 
Measles 6 Septic sore throat 1 
Last week 9 Tuberculosis, pulmo 
Whooping cough 23 nary 11 
Last week 36 Gonorrhea 10 
Bronchopneumonia 4 Syphilis 8 
Cerebrospinal menin- 
gitis 


*Delayed reports. 
REPORTS AND NOTICES OF 
MEETINGS 


NINTH ANNUAL MEETING OF THE 
AMERICAN DIETETIC ASSOCIATION 
Tue ninth annual meeting of the American 

Dietetie Association will be held October 11, 12, 
13, 1926, at the Ambassador, Atlantic City, 
N. J. Detailed program may be obtained by 
writing to Mrs. Dorothy K. Hassler, Riverside, 
Il. 


MASSACHUSETTS STATE NURSES 
ASSOCIATION 

Tue Autumn meeting of this Association will 
take place at the Hotel Bancroft, Worcester, 
October 8 and 9. 

The address of weleome will be delivered by 
Hon. M. J. O’Hara, mayor of Worcester. 

The several educational and ethical problems 
relating to nursing will be covered by speeches 
to be presented by leading members of the Asso- 
ciation. 

Addresses will also be delivered by Drs. Ken- 
dall Emerson, Thomas F. Kenney, George H. 
Bigelow and Ernest L. Hunt. A very attrac. 
tive program has been arranged. 


NEW ENGLAND SURGICAL SOCIETY _ 


PROGRAM OF THE ANNUAL MEETING AT Boston, Mass, 
Ocroper 1 AND 2, 1926 


Headquarters—Hotel Copley Plaza. 

Presentation of papers will be limited to 15 min- 
utes. Discussion to five minutes for each speaker. 
All manuscript should be presented to the Recorder 
promptly. 

All papers will be published in the Boston Meni: \; 
AND SurGIcaAL JourNAL, the official organ of the Sovi- 
ety. 


GENERAL PROGRAM 
Thursday, September 30 


7 P. M.—Meeting of the Executive Committee, Har- 
vard Club. 


Friday, October 1 


. M.—Clinic, New England Deaconess Hospit!, 
A. M.—Clinic, Peter Bent Brigham Hospital. 

. M.—Luncheon, Harvard Medical School. 

4 P. M.—tLiterary Program, Harvard Medical 


1. ieeien Lesions of the Shoulder. 
Codman, Boston, Mass. 

2. Life Saving Details. Dr. Frederick B. Sw «t, 
Springfield, Mass. Discussion opened by Dr. A. \\. 
Rowley, Hartford, Conn.; Dr. P. E. Truesdale, F.!! 
River, Mass. 

3. The Operative Treatment of Fractures. 
Charles L. Scudder, Boston, Mass. 

4. A Short Résumé of Fracture Experiences at thie 
Norton Company. Dr. W. I. Clark, Worcester, Mass. 

5. Rupture of Kidney. Dr. P. E. Truesdale, Fai! 
River, Mass. 

6. Staphylococcus Spinal Meningitis with Opera- 
a and Recovery. Dr. Kendall Emerson, Worcester, 

ass. 

7. Operative Experiences with Eight Cases of 
ane Diverticulum. Dr. F. H. Lahey, Boston, 

ass. 


4.30 P. M.—Reception to members of the Society 
at the home of Dr. Charles G. Mixter, 57 Clyde Street, 
Brookline, Mass. 

7.30 P. M.—Annual dinner at the Harvard Club. 

1. President’s address. 

2. Diabetic Surgery from a Medical Point of View. 
Dr. Elliott P. Joslin, Boston, Mass. 


Saturday, October. 2 
9 A. M.—Clinic, Boston City Hospital. 
11 A. M.—Clinic, Massachusetts General Hospita!. 
. P. M.—Luncheon, Massachusetts General Hospi- 
ta 

2 P. M.—Executive session, Old Amphitheatre, Mas- 
sachusetts General Hospital. 

2.30 P. M.—Literary program. Remarks on 
tory of the Old Surgical Amphitheatre. Dr. 
Washburn, by invitation. 

8. Pyloric Stenosis. Dr. W. E. Ladd, Boston, Maes. 

9. Carcinoma of the Stomach. Dr. Edward 2. 
Lampson, Hartford, Conn. 

10. Acute Massive Hemorrhage from the Stoma:)) 
and Duodenum. Dr. David Cheever, Boston, Mass. 

11. The Mortality Rate of Appendicitis—Is It o» 
the Increase? Dr. Arthur W.-‘Marsh, Worcester, Mas. . 
Discussion opened by Dr. Lyman Allen, Burlington. 
Vt.; Dr. Thomas D. Luce, Portsmouth, N. H. 

12. Fibromatosis of Sigmoid. Dr. Peer P. John. 
son, Beverly, Mass. 

Caesarean Section After Death of the Mother. 
Report of Two Cases. Dr. M. F. Fallon, Worcester, 
Mass. Discussion opened by Dr. w. P. Graves, Bos- 
ton, Mass. 

14. The Small Obstructing eiebe 


Dr. E. A. 


Dr. 


Dr. A. L. 


Chute, Boston, Mass. 
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